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The “BOSTON” Bedroom Suite 


In Picked Maple—Fumed and Waxed Finish 


COMPRISES: 


5ft. 6in. Wardrobe (2-thirds Hanging) - 


3ft. 6in. Dressing Table - . £39 10 0 


3 ft. Washstand - - = 


A 4ft. Gin. BEDSTEAD TO CORRESPOND, £4 5s—BEDDING EXTRA. 


\ 





Note.—The above illustration shows one of our many fitted show rooms, 
where the effect of furniture properly placed and. with appropriate 
_ adjuncts of decoration, etc., may be studied at leisure. 


361, 363 George Street Sydney 
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NOTES ON AURICULAR FLUTTER AND OTHER 
CARDIAC CASES.! 
By M. D. Silberberg, M.D. (Melb.), 
Melbourne. 





The eases to be quoted later are not of interest be- 
cause they are rare, but rather because they are of 
frequent occurrence, though often overlooked. 

They raise problems in regard to diagnosis, prog- 
nosis and treatment. The majority of them, moreover, 
have the merit of covering a period of years, and in 
some the end is known. 

The electro-cardiograph, or string galvanometer, in- 
vented by the Dutch physiologist, Einthoven, about 
sixteen years ago, comes in for some notice because 
of its aid in exact diagnosis. This is the aim of 
clinical work. It is the true evidence on which to 
base treatment and prognosis. The latter, always a 
difficult problem, is by no means settled by instru- 
mental means, but at times valuable evidence is fur- 
nished and as re- 





ful electro-magnet. Small currents traversing this 
magnetic field cause small movements of the fibre. 
These are magnified some 600 times, projected by an 
are light on to a moving photographic plate or paper 
and are thus recorded and developed in the usual way. 

The principle underlying its clinical use is very old 
and dates from the work of Kolliker and Miiller in 
1856. It is the fact that if a strip of muscle connected 
with the galvanometer is excited by an induction shock, 
a wave of contraction passes down the strip. With 
the contraction the muscle becomes electrically active. 
The first point excited becomes negative relative. to 
the other end. A wave of negativity, as it were, 
passes down the strip, as shown by the swing of the 
galvanometer needle. The wave subsides at the distal 
end. This end then becomes active and causes the 
needle to swing reversely. We thus get what is known 
as a diphasie variation and its direction depends on 
the end stimulated first. If the distal end is excited 
first the swing is reversed. 

Therefore :— 





cords accumulate 
more may be hoped 
for. 

The cardiograph 
at times reveals 
cardiac disturb- 
ances which would 
otherwise remain 
mysterious or un- 
noticed, e.g., auri- 
eular flutter and 
lesions in the con- 
duction system in 
the ventricles. The 
important clinical 
entity, auricular 
fibrillation, long 
known under vari- 
ous names, had its 
mechanism reveal- 
ed by the work of 
Thos. Lewis and 
others and is now 
readily recognized 








and as readily 
treated. It also 
edueates one to 


comprehend better 
the tracings with 
the portable handy 
Mackenzie ink polygraph, and with this to edu- 
cate oneself to recognize various heart disorders 
without apparatus. 

This. will only be a brief outline on the use of the 
electro-cardiograph. It is really a highly sensitive 
form of galvanometer, with an extremely light, prae- 
tically unweighable, silvered quartz fibre instead of 
the indieator, suspended between the poles of a power- 


x Read at a Meeting of _ Vie torian Branch “of. ‘the British Medical 
Associaton on April 2, 1919 


The patient placed in circuit with the fibre. 
pots zine sulphate solution. 





Ficure I. : : ; 
The outer pots contain saline solution, 
The Cambridge model instrument in use for six years by the writer. 





| 


This experiment- 
al study teaches us 
that the shape of 
an electric curve is 
controlled by:— 

(1) The direction 
of the con- 
traction wave 
in the mus- 
cle investi- 
gated, and 
this is gov- 
erned by the 
point at 
which the 
contrac- 
— arises. 
By the lie of 
this muscle 
in relation to 
the leading- 
off of the 
electrodes.t 

For the strip of 
musele substitute 
the heart chambers 
and the conduc- 
tion system, and 
the application will 
be understood. 

It is sufficient to 
place the limbs in 
electrodes connect- 
ed with the fibre to 


<— FIBRE CASE 
o— EL.MAGNET 





N <—ARC LIGHT 


~~ 
bo 
~ 





the porous 


record the electrical variations of the heart 
muscle. They are connected in pairs to cor- 
respond with three axes of the heart. The right 


arm and left arm form the first lead, as a transverse 
axis across the upper part of the heart (Lead I.). The 
right arm and left arm are -eonnected to give a 
diagonal axis (Lead II.) and the left arm and left 
foot to form an axis along the left border of the heart 
(Lead III.). (Figure I.) 


1 Clinical Electro-Cardiography, by Thomas Lewis, 





1918, page 15. 
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The wire connecting the patient to the instrument 
may be of any length. Records have been obtained a 
mile away, and it is usual to wire the hospital wards 
to the recording-room where the instrument is in- 
stalled and acutely ill patients placed in cireuit while 
in bed. 

The sensitivity of the string is adjusted so as to 
give standardized curves. 1 mv. = 10 mm. deflection. 

Normally, the point of excitation for the origin of 
the heart beat is at the junction of the superior vena 
cava and the auricle in the sino-auricular node, or the 
pace-maker, as Lewis calls it. Here is built up stimu- 
lus material, which rhythmically initiates the heart 
contraction. The excitation wave spreads through 
the auricle, reaches the auricular-ventricular node at 
the bundle of His, traverses the bundle, thence down 
the right and left branches of the conduction system 
and through the arborization in the Purkinje network. 

The evidence goes to show that the papillary muscle 
contracts first, then the apical region and lastly the 
base. 

The ventricle will always respond to a stimulus 
originating in the auricle unless it is blocked in the 
conducting system. The normal cardiogram shows 
three main peaks and two minor ones, which Ein- 
thoven empirically named P, Q, R, Sand T. Q and 8 
are in the normal curve inconspicuous (occasionally 
a small wave appears in diastole named U). P is 
caused by the auricular activity, Q@, R, S and T by 
the ventricle. (Figure XII.) 

The form of the curve resembles the pressure 
waves a, c, v of the polygraph venous curve, which 
are pressure effects from jugular carotid pulsation, 
but the resemblance merely depends on the fact that 
both are due to auricle ventricle contractions, one an 
electric expression, the other mechanically caused by 
the vessel pulsations. 

The eardiogram is therefore an exact representation 
of the path of the excitation and the contraction wave, 
showing first an auricular and then a ventricular 
complex. 

If the point of origin of the excitation alters, the 
curve alters; if the conduction path is interfered with, 
the curve is also abnormal, whether at the main bundle 
of His or in the branches in the ventricle. 

The latter is definite evidence of myocardial de- 
generation and is usually part of more widespread 
changes. 

If the beat originates outside the pace-maker area 
(Lewis calls these ectopic beats) the form of the 
auricle wave alters, but the nearer the focus is, the 
more it approaches the normal. Similarly, the ectopic 
beat may repeat itself for a long or short period and 
we get a paroxysmal tachycardia. 

The higher grade of speed produces what MacWil- 
liam in 1887 described as flutter. This he produced 
experimentally by weak, rapid faradization of the 


auricle. 

It sets the auricle into a rapid flutter, the movements 
are regular; they seem to consist in a series of contrac- 
tions originating im the stimulated area and thence 
spreading over the rest of the tissue. The movement 
does not show any distinct sign of inco-ordination. It 
looks like a rapid series of contraction waves passing 
over the auricular walls.” 





2 Journ, Physiol. (Cambridge), 1887, VIII., 296. 





He published another contribution in 1888. The 
term auricular flutter was first applied to a clinical 
ease by Jolly and Ritchie in 1911 (31 years after the 
experimental work). 

Sinee then Ritchie, in his book, published in 1912, 
records 11 cases of his own and 42 others from the 
literature. Lewis, in an able paper in Heart (1912), 
publishes eight cases of his own and eight others from 
the literature. There have been a number of cases 
reported since. 

Now that the condition is isolated, it is found to 
be not really uncommon. It is most usual in the 
elderly, but has been observed in younger people and 
during acute toxie infections, as in diphtheria, influ- 
enza, rheumatic fever, ete.. 

As in other myocardial degenerations, the causes 
underlying are arterio-sclerosis, gout, chronic kidney 
disease, senile changes, fibrosis following acute rheu- 
matism, syphilis and other infections, not the least of 
which I imagine is chronic sepsis from septic teeth, 
pyorrheea, chronic nasal suppurations, ete., ete.; alco- 
hol and tobacco also play a. part. 

The readiest means of diagnosing auricular flutter 
is by the electro-cardiograph. Clinically one may 
suspect its presenee where there is a persistent, rapid 
pulse rate, not varying from day to day, or where it 
is irregular and sometimes regular ; a sudden doubling 
of the pulse rate after exertion or excitement takes 
place. 

Auricular flutter may be regarded as auricular 
tachycardia of over 200 per minute, associated with 
heart block, 7.e., every impulse fails to reach and 
activate the ventricle. 

The ventricle may respond to every second beat, 
i.e.,2: 1 heart block, or every third, fourth, ete., giving 
3:1, 4:1 ratios and regular rhythm; or mixtures of 
these ratios, and thus the pulse seems highly irregu- 
lar. Moreover, alternation in the force of the beats 
is not infrequent and confuses the analysis. However, 
flutter polygraph curves show stretches which are 
equal to and duplicate other stretches of the same 
curve, a feature which is not present in the associ- 
ated disorder auricular fibrillation which it resembles. 
(Figure II.) 

The venous curves are very variable. The pulsa- 
tion may be so feeble as to be difficult to record, or 
dyspnea interferes. When well pronounced they are 
typical and show a continuous series of waves equally 
spaced through the ventricular diastole. (Figures 
III. and IVa.) 

The highest auricular speeds in flutter so far re- 
corded are up to 335 per minute. If the ventricle ap- 
proaches anything like this speed, the blood pressure 
is so low that unconsciousness ensues from cerebral 
anemia and even death may occur. It is thus seen 
that one may get regular pulse rate at, for example, 
120 or 75 per minute, corresponding to 240 and 300 
auricle speeds. These may escape detection, but 
irregular stretches due to varying ratios are nearly 
always present at some stage. 

The electro-cardiographiec curves, particularly in 
Lead III., show a continuous series of A peaks, due to 
continuous auricle activity, the wavy line being only 
interrupted where the ventricle complex cuts in 
Figure II.. 
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Symptoms depend on pulse rate and heart tone re- 
serve in resisting dilatation. The slower ventricle 
speeds are compatible with comfort and may give rise 
to few, if any, symptoms (Case I.). Usually, however, 
the heart rate becomes so rapid that the ventricle re- 
serve is exhausted and dilatation and heart failure 
set in. 





It will not be out of place to remind you that all 
arrythmias are associated one with another and prob- 
ably have a common mechanism underlying their pro- 
duction. We start with an irritable focus in the heart 
musele (for simplicity, take the auricle), which has 
the power of rapidly building up stimulus material, 
whatever that may be, and firing off the heart chamber, 





FicukeE II. : = 
In lead 3 a‘ continuous series of waves due to auricular activity. 
ventricular peak R or 8. 


Electro-cardiogram, three leads. 


In one of Lewis’ cases there is a history of attacks 
covering a period of thirty years. In Case I. of my 
series the patient has been under observation seven 
years without heart failure. Two other cases are 
paroxysmal, one other is continuous and associated 
with heart failure symptoms. 

Fortunately the condition can always be influenced 
by digitalis. It can be depended on to slow the ven- 
tricular rate and so to spare the heart. In some cases 
it precipitates auricular fibrillation. At this stage, 
if the drug be withdrawn, normal rhythm may return, 
with great relief to the patient’s distress. Firm pres- 
sure on the vagus often slows the ventricle, but has 
no influence on the auricle speed. 

Apparently converting auricular flutter into auricu- 
lar inco-ordination, or auricular fibrillation, breaks a 
vicious habit ; when the action of the digitalis is with- 
drawn, it returns not to flutter but to normal rhythm 
initiated from the pace-maker. This place was form- 
erly dominated by the higher speed from the ectopic 
focus. 





P P ‘interrupted by the 


just as if one excited it with an electric shock. This 
gives rise to a premature contraction, or extra systole, 
a small abortive beat, because the ventricle has had 
no time to fill with blood. (Remember the ventricle 
will always follow an auricular stimulus.) It may or 
may not contract sufficiently strongly to open the 
aortic valve. We feel at the wrist either the small beat 
or an intermission; at the heart we hear two little 
sounds, or one, according as the aortic valve opens or 
not. Unless they are very frequent or oceurring in 
other heart diseases they are of no consequence and 
are found in nearly everyone over forty, if looked for. 


From this focus a series of such beats may arise 
for a longer or shorter period; this is paroxysmal 
tachyeardia. A higher speed of tachycardia is auricu- 
lar flutter. Above a speed of about 350 per minute 
the human auricle is no longer capable of beating co- 
ordinately and passes into fibrillation. Here it has 
been estimated as many as 900 stimuli (not contrac- ~ 
tions) may occur. Fortunately, the ventricle can only 
respond to a few. 
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Polygraphic Tracings. 
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Figure III. 


The venous curve is small. but shows a series of ‘‘A’’ waves (auricular). 
The bracketed stretches are equal to 13 auricular beats. 
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Figure 1Va. 


Case 2.-—H., aet. 80. The venous curve shows a continuous series of 
waves due to auricular activity. The arterial curve is a varying ratio of 
2: 3:1 heart block. 
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Same case, normal pulse; the paroxysm has ceased. 
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Case 4.—C.S8., act. 75. A and B are taken during a paroxysm; C normal 
rhythm has returned, interrupted by two premature contractions marked xX. 
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Case 5.--A., aet. 50. Auricular fibrillation. Pulse always poor without 


still well 


treatment; under observation four years; 
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Auricular fibrillation; pulse rate 165 per minute. 
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(B) temporary 
irregular pulse, 
of digitalis 


Case 7, act. 75. Auricular fibrillation. (A) fibrillation, 
return to normal with some sinus slowing, (C) (IF) rapid, 
result of stopping of digitalis, (ID) (FE). pulse slowed, result 
administration. 
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What about the ventricle? Is it subject to the same 
disturbances? Yes. Ventricular extra systoles are 
common and can be detected by the electro-cardio- 
graph, whether from the right or from the left 
ventricle. 

Ventricular tachycardia has occasionally been re- 
corded for short periods. It is remarkable how some 
hearts will stand a speed of 150 to 200 beats per 
minute for a long period. Ventricular flutter is pos- 
sible, but scarcely compatible with life, therefore, op- 
portunities are lacking to record it. Ventricular fibril- 
lation is readily induced in the experimental animal. 
The circulation is immediately arrested, because no co- 
ordinate contraction takes place for propulsion of blood 
and death ensues. There is much evidence to suggest 
that sudden death in heart diseases is caused by fibril- 
lation setting in in the ventricle. Incidentally, it is 
probably the cause of death in digitalis overdosage. 

The following cases indicate some points in auricu- 
lar flutter :— 

CasE I.—Mr. B., present age 438, commercial traveller, 
auricular flutter associated with obesity, somnolence, transient 
albuminuria, emphysema. Probable etiology, excesses in 
alcohol and tobacco in a obese subject. Under observation 
seven years. 

He was first seen by the writer in May, 1912, on account 
of obesity and somnolence. The latter was quite of the fat 
boy type described in “Pickwick Papers.” The patient would 
fall asleep anywhere and at any time, so much so that he 
was often unjustly accused of drunkenness. He has always 
been fat from youth. He has noticed palpitation:at times. 
He can take plenty of exercise and exertion without distress. 

Examination.—His height is 170 cm. (5 feet 7 inches) and 
weight 104.8 kilos. (16 stone 7 pounds). There is chronic 
naso-pharyngeal catarrh from excessive cigarette smoking 
and inhaling. The heart limits are difficult to determine, on 
account of emphysema and fat. The sounds are clear, very 
irregular, 80 to 90 per minute. There are no ocular or ner- 
vous signs pointing to pituitary involvement, unless the 
obesity is a disturbance of metabolism governed by the 
pituitary body. Urine: 1,020, no sugar, no albumin. On 
later occasions it was found te contain albumin, not persisting. 

Polygraph tracing (Figure III.) shows stretches of curve, 
which can be analysed into auricular tachycardia with blocked 
beats. Figure II. shows the electro-cardiogram. These 
records were repeated many time and have not appreciatively 
varied and are still the same. 

The somnolence disappeared when the weight was reduced 
12.4 kilograms and has not returned. The patient at the pre- 
sent time feels well, can take plenty of exercise without 
dyspneea and in the course of seven years during which he 
has been under observation, less a period when I was away 
on active service, no heart failure symptoms in any forin 
have appeared. I attribute this to the fact that the ventricle 
speed is not fast and consequently the ventricle is not ex- 
hausted and does not dilate. I have not seriously attempted 
to restore normal rhythm by digitalis. 

Case II.—Mr. L., et. 57, farmer, was seen in January, 1919. 
The case was one of auricular flutter; the probable etiology 
-was senile changes and myocardial degeneration. 

He had worked hard till two years ago; then when going 
uphill he noticed sudden onset of palpitation. He described 
it as a fluttering sensation in the chest and throbbing of 
vessels of the neck. It did not last long. The next attack 
was twelve months later; it came on in the same fashion as 
the last; he was in bed for fourteen days. He has now 
dyspnoea and palpitation on exertion. 

There is no history of rheumatism, etc. 
married man with a healthy family. 

Examination.—He is a tall, spare man. His pulse is very 
irregular, 90 to 110 per minute. The volume is small. The 
heart is not enlarged; there are no bruits. The lungs are 
emphysematous; there are some moist sounds at the left 
base... ‘There is no cedema of the feet, ete. The polygraph 
curve is probably due to flutter. I have so far not had an 
opportunity of taking an electro-cardiogram. Apparently the 
onset dates from 1917, , 


The patient is a’ 





Case III.—Rev. H., wt. 80, was first seen in February, 1914. 
He had a previous history of diabetes for twelve years. He 
had been subject to attacks of pulmonary @dema, angina 
and marked dyspnea for a long time and also edema of 
the legs. On examination I found much cdema of the legs, 
dyspnea and sugar in the urine. The heart rate was regular 
at 84. It became suddenly irregular a fortnight later, at the 
rate of 130 per minute (see Figure IVa), without marked in- 
crease of symptoms. He had been taking tincture of digitalis 
(0.6 to 0.9 mils three times a day), but had had none for the 
twenty-four hours preceding onset of irregularity. Digitalis 
was then pushed; the pulse became regular again at the 
rate of 60 after fourteen days (see Figure IVB) and remained 
regular for a long time after. The dyspnea markedly im- 
proved, the cedema of the legs practically cleared up and his 
general comfort was much greater. His medical attendant 
reports (June 23, 1918) that the patient has had several at- 
tacks of paroxysmal irregularity in the last three years con- 
trolled by digitalis. At the present time the pulse is regular at 
64 to 72 per minute. The urine is now free from albumin 
and sugar. There is considerable cedema about the ankles; 
he can still get about the house and garden slowly. His 
age is now 85 years. Figure IVA shows polygraph curves, 
which are regarded as auricular flutter. No electro-cardio- 
gram was taken in this case. 

CasE IV.—Mrs. C.S., et. 73. This case is another example 
of attacks of paroxysmal irregularity in an elderly subject. 
She has had several attacks of acute gout, the last about 
nine years ago. She used to be subject to winter bronchitis 
till six years ago. She has marked arterio-sclerosis, with 
beaded radials (calcification). Her blood pressure was form- 
erly 200 +; in the last four years it remains about 160 mm. 
Hg.. She is subject to slight anginal attacks. The urine 
some years ago contained a slight amount of albumin and a 
trace of sugar; itisnowclear. The heart is enlarged; there isa 
slight mitralsystolic bruit. The aortic second sound is accentu- 
ated and ringing. The pulse rate is 60 to 70 per minute, 
regular. She is still vigorous and active and has no distress 
apart from the angina and the attacks to be described. There 
are occasional extra systoles. 

On January 24, 1915, she suddenly developed an attack of 
palpitation, with sensation of fluttering in the chest, and 
felt faint. When seen she was pale, sweating, somewhat 
collapsed and apprehensive. The heart was about 125 per 
minute and markedly irregular. The pulse (Figure VA) was 
soft and flickering and the blood pressure obviously low. The 
attack ceased suddenly after twenty hours. Normal rhythm 
return at about 60 per minute, interrupted by extra systoles. 
The patient felt well shortly after, got up and was able to go 
about in comfort. Digitalis was administered, but it is very 
improbable that it had time for any effect. A similar attack 
was recorded on March 31, 1916. At 11 a.m. the pulse was 
of the same type as before (Figure VB) and was accompanied 
by the same symptoms. The rate varied from 130 to 150 
per minute. At 7 p.m. the attack ceased, normal rhythm 
returned at 60 per minute, interrupted by extra systoles 
(Figure Vc). 

A great number of similar attacks of palpitation are de- 
scribed by the patient from time to time and there is no doubt 
they are of the same nature. At present there are no signs 
of heart failure and the patient feels well. The electro- 
cardiogram (Figure XV.) of the normal rhythm shows the 
changes which will be described later on under the head of 
bundle branch lesions. 

Every medical man must have handled cases of 
auricular fibrillation, the complete pulse irregularity 
so often associated with mitral stenosis and old age. 
It has been frequently described of late years and 
an elaborate account is not necessary here. It will be 
remembered that the factor stimulating the auricle 
stimulates it at such frequeney that co-ordinate con- 
traction becomes impossible and is replaced by fine, 
flickering movements which do not constitu’e systole. 

The auricle stays in the diastolic position and is 
traversed by these fine fibrillary waves. They have 
heen estimated to oceur at from 500 to 900 per minute. 
The ventricle responds irregularly to those that 
traverse the A—V node and conduction system ; there 
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is no mathematical ration; the pulse is consequently 
completely irregular. Frequently it is rapid, but may 
be slow, depending upon the number of impulses con- 
ducted by the bundle of His. 

This is the heart condition par excellence which 
ean nearly always be depended upon to respond bril- 
liantly to adequate digitalis therapy. The digitalis 
acts mainly by inereasing vagal tone, thus slowing 
the ventricle and by prolonging the conduction time, 
thus protecting the ventricle from a number of stimuli 
coming down from the auricle (7.e., a form of heart 
block). The ventricular speed becomes slower and 
more efficient, the circulation is vastly improved and 





Most patients soon recognize that it is indispensable 
and learn to control the dosage for themselves. After 
a time a dose nightly, or even weekly, may be all that 
is required. 

It is just as indispensable to these patients as thy- 
roid in myxcedema, though for different reasons. In- 
variably after its cessation the pulse again becomes 
rapid and heart failure symptoms return. Many pa- 
tients have taken it at intervals for years with benefit 
and in fact existence was impossible without it. 

Strophanthus is also valuable. Both these drugs 
tend to deteriorate in a watery medium, e.g., in a stock 
bottle. It is better practice to prescribe a dose without 





Figure IX. 


Girl, act. 8, congenital pulmonary stenosis and right hypertrophy.Note that the tall ventricle peak is downward from in lead I. 
and tall and upright in lead III. (cf Figures X. and XI.). 


the patient regains ease and comfort. One cannot 
produce like effects in normal rhythm with intact con- 
duction system, though sometimes sinus irregularity 
oceurs which slows the ventricle. Tincture of digi- 
talis is the most reliable preparation. When the heart 
rate is very quick and irregular and heart failure is 
advanced, it should be given in doses of 1.2 mils three 
times a day (3.6 mils daily) till the pulse slows and 
the cireulation improves. If necessary, it may be 
pushed till nausea and headache appear, which occurs 
after about 21.5 mils. 

Administration should then cease for a day or so 
and then the drug should be continued in smaller 
doses. The drug becomes the patient’s sheet anchor. 
Improvement can only be maintained while it is taken. 





water, e.g., tr. digit., 1.2; tr. or syr. aurant., 1.2; spt. 
vini. rect., 1.2 mils. The dose (3.6 mils) of the mix- 
ture is measured and water added at the bedside. Digi- 
talis is a powerful drug and must be watched with 
great care, as the heart chambers may be over-stimu- 
lated and death result. 

The chief guides to limits of tolerance are marked 
slowing of pulse, nausea and headache. Still more is 
the presence of coupled beats; the second beat of the 
couple is a ventricular extra systole. Further dosage 
may cause death, apparently by producing ventricu- 
lar fibrillation. If it is necessary to reduce the heart 
rate in a few hours, strophanthin, 0.24 to 0.12 mgrs. 
in 5 or 10 e@em. of saline solution, given directly 
into a vein will produce as much effect in a few hours 
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as digitalis in a day or more. A dose may be repeated 
in six hours if necessary. This again is a powerful 
drug which must be used with caution in selected 
eases. Auricular fibrillation may occasionally occur 
with slow pulse. Case V., Mr. A., et. 54, an architect, 
is an example. This man has had auricular fibrilla- 
tion for some years; the pulse remains at about 75 
(Figure VI.) without any medication and gives him 
no symptoms. He is capable of average exertion and 
remains well. 

At the other extreme is Case VI., Mr. G., et. 63, a 
tall, robust-looking man. According to his own story, 
he has never been ill in his life till he developed palpi- 
tation and some distress a little time previously. When 








seven years, until near the end was able to attend to his 
business in spite of various complications. He was first seen 
in August, 1912, and was found to have sub-acute glaucoma. 
He was treated by an oculist and responded most successfully 
to eserine drops. He had had seven attacks of acute gout 
at long intervals. -He is moderate in his habits. He has had 
occasional trouble with micturition. 

Examination—This patient is a short, fat man, well pre- 
served. He has advanced pyorrheea. His heart is slightly 
enlarged; its action is rapid and irregular, 96 to 130 per 
minute (Figure VIIIA). The blood pressure of the most 
forcible beats is 160 mm.. There is some dyspnea, but he is 
capable of exercise. Urine has a specific gravity of 1,012, 
is alkaline and contains phosphate crystals, a few pus cells 
and mucus, but neither albumin nor sugar. He was placed 
on a digitalis mixture. Twelve days later the pulse was 
regular (Figure VIIIB). Normal rhythm had returned, ex- 
cept for some long pauses due to sinus slowing. 








FIGURE X. 


Arterio-sclerosis, left ventricular hypertrophy. 
wards in lead UI. 


seen in consultation, there was some dyspnea, pulse- 
rate 150 to 160 per minute and very irregular (Figure 
VIT.). _He was with difficulty persuaded that he was 
seriously ill. He finally stipulated that he should fix 
up his affairs, being in a big manufacturing line. He 
returned to his country town, put in fourteen hours at 
the mills and died in his armchair suddenly the same 
evening. 

An example of what a ease of auricular fibrillation 
ean go through is illustrated by :— 

Case VII.—Mr. S.D., et. 70, an indentor. (Summary: 
auricular fibrillation, associated with acute gout, bronchitis, 
heart failure, cystitis, enlarged prostate, hemorrhage into 
bladder, operation, recovery.) He was under observation for 


Note that R is tall and upright in lead I. and that R (S) is down- 





(cf Figures XI., XII., normal curve). 


A few days later the pulse was again highly irregular, and 
remained so till the end, seven years later, when he reached 
the age of 75. 

The pulse was readily controlled by digitalis, as the polygraph 
tracings (Figures VIIIp and VIIIE) show, and he was able 
to continue in business. On several occasions after discon- 
tinuing the digitalis, the taste of which he disliked (although 
few object to the previous formula given), heart failure set 
in, with dyspnea, cedema ani cedematous crepitations at bases 
of lungs (Figure VIIIF). On each occasion he responded and 
was again able to carry on work. In 1914 he had an attack 
of acute gout. Enforced rest did him no harm. In 1915, 
after increasing difficulty with micturition, he had a large 
hemorrhage into the bladder; a catheter was tied in and 
the bladder washed out till the hemorrhage ceased. After 
he had improved under digitalis and was rested, the bladder 
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was opened under local anesthesia without difficulty and 
drained. A few days later I anesthetized him by the open 
method with ether, which he took exceptionally well, and the 
prostate was removed. He made an uninterrupted recovery, 
except that the cystitis persisted. 

He returned to work, but failed again two years later and 
died, aged 75. 

[I could relate the histories of several other patients 
who were able to continue work with auricular fibrilla- 
tion and failing heart while kept under the influence 
of digitalis; without it they invariably relapsed and 
would certainly have died. 

One patient was a cabman (out-patient, Melbourne 
Hospital), with chronic gout, mitral disease and heart 
failure. He was under observation five years or more, 
during which time he continued to work. Another 
patient was a market gardener, who could carry on 
a limited amount of work for four years. Another, 
a factory girl, survived for over five years, in spite of 
several breakdowns. Yet another woman, et. 47, with 
advanced mitral stenosis, carried on her housework for 
six years. Latterly she had a return of heart failure 
and bronchitis, but made a good recovery. She was 
walking about the house about a month later and 
dropped down dead. A further case, in a male, et. 64, 
was interesting, because the patient had a high blood 
pressure, arterio-sclerosis and anginal attacks. The 
auricle fibrillated, the pulse became rapid and irregu- 
lar and the blood pressure obviously fell; he became 
free from angina thereafter. 

However, his capacity for exertion was limited and 
he retired from public life, where he had taken a 
prominent part. The end came in the effort of rein- 
ing in a bolting horse and jumping out to seize the 
horse’s head. This was too much strain on his ven- 
tricle and he dropped dead. One may presume ven- 
tricular fibrillation set in. 


(To be Continued.) 
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A NEW TREATMENT OF DIABETES MELLITUS. 
Preliminary Communication. 





By Jacob Jona, B.Sc. (Adel.), M.B.. B.S. (Melb.), 
Honorary Medical Officer, Williamstown Public Hospital, 
Melbourne. 





The accepted treatment of diabetes mellitus falls 
under two headings: dietetic, such as restriction of 
carbo-hydrates, as well as starvation, and medicinal, 
depressant drugs being favoured. In the present com- 
munication it is proposed to bring forward a new 
line of treatment, based on a totally different prin- 
ciple. I am at present engaged on a research on ex- 
perimental pancreatic diabetes. The results so far 
obtained are not sufficiently advanced to warrant 
publication, but some clinical results obtained by work- 
ing along the same lines are certainly of interest. 
Long ago it was shown that, as a rule, accompanying 
glandular activity there was a dilatation of the blood 
vessels of the gland and an increase in the blood flow 
from the veins of the gland. It was decided to ascer- 
tain whether the oral administration of secretin would 
stimulate the secretory activity of the pancreas (in- 
jected into the blood stream it has this action) and 
thus, by increasing the blood flow through the gland, 
affect the activity of the cells of the islets of Langer- 


a 





hans, which are in intimate relationship with the 
glandular elements and which have a well-known in- 
fluence on carbo-hydrate metabolism. In every case 
in which secretin has been administered, the thirst, 
which in some cases was very intense, disappeared 
in a few days, while after one or two weeks the sugar 
also disappeared in some eases. The patients felt 
much better and expressed great pleasure at the re- 
sults of the treatment. In all cases a certain amount 
of restraint has been exercised on the amount of 
carbo-hydrate the patient has been taking. Secretin 
tablets, 0.06 grm. (Fairchild), have been used and 
have been administered a half of an hour before meals. 


—_— 
<< 


Reports of Gases. 


REPORT ON A CASE OF SEPARATION OF THE 
SYMPHYSIS PUBES, FRACTURE OF THE 
RAMUS OF THE PUBIS AND RUPTURE 
OF THE BLADDER. 








By E. W. Buckley, M.B. (Melb.), 
Tamworth, New South Wales. 





On October 12, 1918, L.A.W. was thrown from his horse. 
From enquiry made it appears that his horse fell upon him. 
I travelled out 40 miles.- He was in bed when I saw him 
and had been brought home about three miles in a sulky. 
His pulse was 80 and his temperature 36.8° C.. He had not 
passed urine since the accident, which happened five hours 
previously. He felt so well that he did not intend to get 
advice, but not being able to pass his urine decided him to 
do sc. His abdominal muscles were not on guard. There 
was a great dealing of swelling and bruising about the 
pubes and buttocks. A separation of the symphysis could 


be felt. I tried to get him to pass his urine but he was 
unable to do so. I passed a catheter and drew off about 
850 ccm. of blood-stained fluid. As I was doubtful about 


the condition of the bladder, on account of the blood stain- 
ing, I decided to test the bladder with some boracic lotion. 
I put in 115 c.em. of the boracic solution, but could not get 
any of it to return. I introduced a further 115 c.cm.. None 
of the 230 c.cm. could be withdrawn, this showing that the 
bladder was ruptured. The opening in the bladder had evi- 
dently been plugged by omentum or bowel to make it hold 
over three-quarters of a litre of urine. He was removed to 
the Tamworth Hospital, a distance of 40 miles, in a motor 
car. His condition was good on arrival. 

About 7 p.m., nine hours after the accident, I opened the 
abdomen in the middle line. There was much extravasated 
blood in the tissues. The pubes in the middle line were 
separated to the extent of 1.2 cm.. The right ramus of the 
pubis was broken across obliquely into the obturator 
foramen. 

On opening the peritoneum a good deal of blood-stained 
fluid (urine and boracic lotion) escaped. I sought for the 
bladder, and found an opening that would admit the gloved 
index finger. The rent was situated at the highest point 
of the reflection of the peritoneum from the abdominal wall 
on to the bladder. i 

I sewed up the bladder with two rows of continuous 
sutures (fine silk), the mucous membrane first and then 
Lembert sutures through the peritoneum. I swabbed out 
the peritoneum until it was as dry as I could get it. The 
abdomen was closed after anchoring the tear to the parietal 
peritoneum. 

I put in a small gauze drain reaching to the peritoneum 
in case the sutures in the bladder did not hold. A second 
gauze drain was put behind the symphysis pubes, into the 
space of Retzius, on account of the extravasation of blood 
into the tissues. These gauze drains were removed at the 
end of 48 hours. I passed a catheter per urethram and left 
it in situ for five days. After removal of the catheter, the 
patient was able to pass his urine without difficulty. The 
abdominal wound healed rapidly after the removal of the 
gauze drain, and there was no leakage of urine. The patient 
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made an excellent recovery and left the hospital on crutches 
on December 8, 1918, and by the end of January, 1919, he was 
walking without crutches. 

This case was very interesting from’ many points of view. 

(1) The amount of damage done to soft tissues and bones. 

(2) The bladder holding so much urine although ruptured. 
This demonstrated that something had plugged the opening, 
or that the catheter went through the rent into the peri- 
toneum, which was unlikely as the urine flowed freely. 

(3) The general condition of the patient: he did not want 
to get advice, except for the retention. 

(4) The absence of abdominal pain, and the fact that the 
muscles were not on guard. 


NOTES ON A CASE OF PROBABLE RUPTURE OF THE 
THORACIC DUCT. 


By R. Humphrey Marten, M.D. (Cantab.), 
Adelaide. 





Injuries of the thoracic duct are uncommon even in 
operations upon the left posterior triangle of the neck, and 
the case I am reporting is probably a traumatic subcutane- 
ous rupture which, apart from a crushed thorax, is even 
more unusual. 


A well-built youth, wt. 21, consulted me in June, 1918, for 
a soft, painless, boggy swelling above the left clavicle. 


The history was that one evening, about five weeks pre- 
viously, he was riding a motor-cycle along a wet, muddy 
road when he had a side-slip, the cycle going to the right 
and he landed heavily on the left shoulder. He was able 
to pick himself up and push his machine home, about 200 
metres. He felt very much shaken and retired at once to 
bed. When dressing the following morning he noticed a 
large swelling in the left posterior triangle, somewhat tender 
to the touch, but soft and not blood-stained. He sought 
advice but was unable to discover what was the nature of the 
trouble. 


When I saw him the swelling was about the size of a 
tangerine orange and appeared in the posterior triangle. 
just above the left clavicle, coming out from under the 
posterior edge of the sterno-mastoid muscle, partly over- 
lapping this muscle medially, reaching upwards for about 
5 mm. and extending laterally to the anterior edge of the 
trapezius. It was absolutely painless, soft, almost doughy 
in consistence, irreducible, non-crepitant, with no impulse 
on coughing, and reminded one more of a cystic hygroma 
than of anything else. It was quite translucent to X-rays or 
transmitted light. There were no enlarged veins over the 
surface of it, and apparently it caused no pressure signs by 
its presence. It was dull on percussion. If it had not been 
for the sudden appearance of the swelling the patient would 
have been unaware that it was there. He was always 
absolutely definite that neither he nor any of his immediate 
relatives had ever noticed any abnormality before his accident 
It had been proposed that a hypodermic needle should be in- 
serted; but, as the swelling gave rise to no symptoms and the 
prick might have been followed by a troublesome fistula, it 
was decided to leave it alone. All the time the swelling was 
under observation it remained exactly the same. The diag- 
nosis was beset with difficulty. It was not hemorrhagic, as 
it never had any discolouration about it, and it never became 
hard like a hematoma and, if it had been, it would not have 
been translucent to transmitted light. 


It was not a pneumatocele, as they have a peculiar crepi- 
tant feel, are resonant on percussion, have an impulse on 
coughing and vary in size with inspiration and expiration. 


The only diagnosis left was an injury to the thoracic duct, 
probably not the main duct but one of the numerous branches 
it frequently splits up into before it enters the subclavio- 
jugular junction. The duct here is sometimes likened to 
the Delta of the Nile, and if the main channel had been 
damaged in all probability the symptoms would have been 
much more severe, 








Reviews. 


WORK IN THE CLINICAL LABORATORY. 

Dr. E. R. Stitt’s book on practical bacteriology and 
hematology is an ambitious endeavour to supply the clinical 
laboratory worker with a short manual covering the whole 
field of bacteriology, hematology, parasitology, and chemical 
pathology.! That it supplies a want is demonstrated by the 
fact that the book has reached its fourth edition in the course 
of seven years. It has many merits and many defects. The 
scheme of the book is excellent. The introductory chapters 
contain descriptions of the apparatus, reagents and. methods 
to be employed in the laboratory. Each group of bacteria is 
ushered in by a general classification or “key” as the author 
prefers to call it, by means of which the recognition of the 
organism under observation is facilitated. The greater part 
of this section of the work is accurate and clear, but the 
knowledge imparted is insufficient to give the worker an 
intelligent insight into the problems he has to solve. A 
chapter on practical methods of immunity contains the more 
important facts that have been elicited within recent years 
presented in an elementary manner. The sub-section on 
anaphylaxis is the weakest of this part of the book. The 
author should have either dealt comprehensively with this 
difficult subject and cited the work of European investigators, 
or omitted the subject altogether. 

The student who learns his hematology from this book 
will fall into some serious errors. For instance, the author 
recommends that in making a blood count that the red 
blood corpuscles in 80 small squares of the hzemacytometer 
should be counted. It has been demonstrated that if 200 
cells are counted the experimental error is 20%, while the 
error can be reduced to 5% by increasing the number of cells 
counted to 1,250. A 5% error means that when a red cell 
count of 4,000,000 is obtained, the actual number of cells in a 
cubic millimeter may lie between 3,800,000 and 4,200,000. 
The number of cells counted should not be less than 1,000, if 
deductions are to be drawn from the results. In dealing 
with hemoglobin estimations, Dr. Stitt remarks that the 
error with Tallquist’s method is probably not more than 10% 
after a little experience. Unfortunately a high experimental 
error occurs in all estimations with hemoglobinometers, but 
an estimation which may be 10% too high or too low, is 
quite useless for practical purposes. The section on animal 
parasites is better than the preceding parts, while the con- 
cluding chapters on clinicai bacteriology are scrappy and 
elementary. The illustrations which are largely culled from 
standard works, are not well reproduced. With all these 
defects, the book will certainly continue to enjoy popularity, 
for it offers to the busy practitioner a summary of the work 
conducted in the clinical laboratory. Bacteriology and 
hematology made easy find favour in all parts of the world. 


ee 


University Intelligence. 


THE UNIVERSITY OF SYDNEY. 

A meeting of the Senate of the University of Sydney was 
held on May 5, 1919, at University Chambers, Phillip Street, 
Sydney. 

On the recommendation of the Finance Committee it was 
resolved that the amounts of the stipends of the under- 
mentioned scholarships, ete., be increased as follows: Levey 
Scholarship, George Allen Scholarship, John Harris Scholar- 
ship and the Henry Wait Bursary from {£40 to £50; the 
Renwick Scholarship, from £45 to £50; the Salting Exhibi- 
tion £25 to £50; the Duncan Bursary £35 to £50, the Walker 
Bursaries £200 to £250, the Horner Exhibition and the John 
West Prize £8 to £10. 

The following degrees were conferred in absentia:—Bache- 
lor of Arts—Latham, C. E.; Master of Surgery—Graham, R. 
V., Hair, G. H., May, L., Ferguson, W. J., Pittar, R. J. G. A.; 
Doctor of Medicine—Kesteven, H. L.; Bachelor of Science— 





1 Practical Bacteriology, Blood Work and Animal Parasitology, includ- 
ing bacteriological keys, zoological tables and explanatory clinical notes. 
By E. R. Stitt, A.B., Ph.G., M.D.; 4th Edition, revised and enlarged: 
1916. London: H. K. Lewis & Co., Ltd. Post 8vo., pp. 497, with 4 
plates and 115 other illystrations. Price, 9s, net. 
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Andrews, R. S.; Bachelor of Engineering (Mechanical and 
Electrical)—Julius, G. A. 

On the recommendation of the Honorary Medical Staff of 
the Sydney Hospital, it was resolved that Dr. J. Macdonald 
Gill be appointed Lecturer in Clinical Medicine at the Sydney 
Hospital. 

The annua! report of the work of Mr. Walter L. Water- 
house, Walter and Eliza Hall Agricultural Research Fellow, 
was received, and the Warden was asked to consult with 
Professor Watt as to its publication. 

A letter was received from the Royal Commissioners of 
the Exhibition of 1851, notifying that the scholarship had 
been increased from £150 to £200 per annum, and inviting 
nominations for a scholarship. The letter was referred to 
the Faculty of Science for nomination of a suitable candidate. 


The Rhodes Trust forwarded information of the resumption 
of. the election of scholars in October, 1919. 


The following letter was received from Brigadier-General 
H. Biddulph, Inspector of Mines, General Headquarters, 
British Armies in France, giving high appreciation of the 
services of Lieutenant-Colonel David:— 

General Headquarters, 
British Armies in France, 
si 15th February, 1919. 
Sir,— 

On the occasion of the departure of Lieutenant-Colonel T. 
W. E. David, C.M.G., D.S.O., F.R.S., to resume his duties at 
the University of Sydney, I wish to express our thanks and 
indebtedness to the Senate for the loan of his services for 
such a prolonged period, and I trust that the Senate will feel 
compensated by the knowledge of the outstanding value of 
those services to the British Armies on the Western front. 

Colonel David’s advice and assistance in all matters of 
mining, dug-out work, water supply, etc., based on his great 
scientific knowledge, have been in themselves of inestimable 
value, which has been increased, if possible, by his untiring 
energy and devotion to duty, entailing constant travelling 
over long distances, and to every part of the front under all 
conditions, including the worst. 

In parting with him one has parted with an adviser, a 
fellow-soldier and a friend. 

I am, Sir, 
Yours faithfully, 
(Signed) H. BIDDULPH, 
Brigadier-General, Inspector of Mines. 
To the Warden, University of Sydney. 





SO 


INSANITY IN WESTERN AUSTRALIA. 





The report of the Inspector-General of the Insane for 
Western Australia, Dr. J. T. Anderson, for the year 1917 
commences with a plea for more accommodation for the 
mentally afflicted. The Hospital at Claremont was so over- 
crowded during the year that some of the patients had to be 
transferred to rooms intended for the staff and beds were 
placed in various situations not intended for sleeping pur- 
poses. Dr. Anderson points out that the delay in providing 
additional accommodation has been occasioned by stringent 
financial conditions, but he maintains that the matter has 
become so urgent that a start should be made forthwith. 

During the year 1917 the Mental Treatment Act became 
law. This Act provides for the admission into a hospital 
for the insane without any order or certificate under the 
Lunacy Act, of persons who have been on naval or military 
service and who are suffering from war strain or mental 
disorder of recent origin. The admission follows on a request 
signed by a responsible military medical officer. The segre- 
gation of military patients in a suitable house at Cottesloe 
Beach was under consideration at that time. Since the 
publication of the report, this proposal has been carried into 
effect. 

The number of attendants who had enlisted up to the end 
of 1917, was 76. Eleven had died on active service, three 
had retarned and resumed their duties, while 62 were still 
away. The Hospital authorities had engaged 10 returned 
soldiers for various positions. The policy followed is to 
appoint a returned man, if one be available and, if not, to 





give preference to applicants who have been rejected for 
military service. 

The total number of insane persons in the State on the last 
day of 1917 was 1,067. One of these persons was in a private 
mental hospital, seven were at the Whitby Falls Hospital for 
the Insane, while the remainder were at the Claremont 
Hospital. The number represents an increase of 21, as 
compared wlth the previous year. The proportion of the 
insane to the sane in the community was 4.74% for males 
and 2.09% for females, or 3.44% for the whole community. 
In 1902 the proportion was 1.73%. The rate has increased 
steadily year by year. A comparison is made between the 
various Australasian States in this connexion. In Victoria 
the highest rate obtained in 1917, while the proport‘on 
was lower in New Zealand, Queensland, New South Wales, 
Western Australia and South Australia. In 1903 the order 
was the same, save that the rate was higher in Queensland 
than in New Zealand. 

The total number of persons admitted during the year was 
165. The proportion of admissions to general population was 
one to 1,875. The admission rate had varied considerably 
during the 16 years. It was highest in 1909 and lowest in 
1917. In the same year the admission rate in New South 
Wales was one to 1,434, in South Australia was one to 1,541, 
in Queensland was one to 1,547, in Victoria was one to 1,792. 
Of the 165 persons admitted, 15, or 9.09%, had previously 
been in the institution. The re-admission rate had varied 
between 6.66 in 1910 and 12.50 in 1906. 

During the course of the year 86 persons died in the 
institution and 66 were discharged. Of these, 38 had “re- 
covered,” 17 had improved and one was not improved. We 
presume that the term recovered signifies the disappearance 
of the manifestations of mental disease, rather than its 
actual cure. Alienists have a curious method of recording 
the frequency of recovery by expressing the number as a 
percentage of the number of admissions in the same year. 
The advantage of this figure appears to be that a comparison 
can be made. The disadvantages are obvious. The percent- 
age of recoveries to admissions was 23.03. In the year 1902 
it was as high as 51.74, and although it had fluctuated 
considerably during the intervening years, it had never 
reached so low a figure as it did in 1917. It is impossible to 
attach any particular significance to the small number of 
apparent recoveries at all events from the data contained 
in the report. 

Among the predisposing causes of the disease in those 
admitted during the year, ill-health, worry and overwork 
are mentioned under the heading “moral” as having acted in 
nine cases. Under the heading “physical” heredity appears 
40 times as a predisposing cause, alcohol appears 37 times 
as an exciting cause, senility 28 times as a predisposing 
cause, venereal disease 12 times as a predisposing cause and 
epilepsy nine times as an exciting cause. The usual inclusion 
of previous attacks among predisposing causes is made in 
connexion with 15 of 165 cases. It is obvious from this table 
that very little information is available concerning the cause 
of insanity in these 165 persons. In regard to the form of 
disease, it appears that delusional insanity occurred 38 times, 
melancholia 23 times, confusional insanity 20 times, senile 
dementia 18 times, idiocy and imbecility 13 times, general 
paralysis of the insane 13 times, dementia praecox 7 times, 
acute melancholia 6 times, ordinary dementia twice and 
various less defined forms in the remaining five patients. 
Five of the patients admitted were under 15 years of age, 
while 28 were between the ages of 15 and 35 years of age. 
There were 47 between the ages of 35 and 45, 40 between the 
ages of 45 and 60 and 24 between the ages of 60 and 85. The 
age of three patients was unknown. 

The ages of the patients discharged “recovered” varied 
between 15 and 65, while, of the others, the range was 
slightly larger. Two of the patients discharged had been 
under treatment for under one month; five had been in the 
hospital between one and three months, eight between three 
and six months, 11 between six months and one year, 13 
between one and two years, 19 between two and 12 years 
and two over 20 years. 

The total number of patients admitted to the Hospital 
under the Inebriates Act, 1912, during the year, was 34. 
There were 18 patients on the last day of 1916. Of the 52 


patients, 37 were discharged during the year and 15 were 
still under treatment, 


























May 24, 1919.] 


THE MEDICAL JOURNAL OF AUSTRALIA. 


425 





Che Medical Journal of Australia 


—— 








SATURDAY, MAY 24, 1919. 


Medica] Education. 


During several centyries those desirous of learn- 





ing the art of healing the sick and the injured were 


accustomed to serve as apprentices to some medical 


practitioner. The student was taught how to apply 


dressings and splints, how to handle surgical instru- 
ments and to perform minor operations, how to use 
leeches and cupping glasses, how to withdraw blood 
from the veins and how to earry out secundum artem 
the many measures which were put to use for the 
cure of wounds and diseases. In the private dispen- 
sary of his master, the pupil gleaned an acquaintance 
with the various drugs, prepared the galenicals for 
administration and dispensed remedies .in the form 
of mixtures, pills, ointments and other medicines for 
the patients. Before he received a licence to practise 
his profession the student attended in the wards of 
a hospital and heard some lectures. He also dissected, 
as a rule, the human corpse. The study of anatomy 
by direct examination of the cadaver was not infre- 
quently restricted by the prohibition of dissection of 
the body. 


and criminal and severe punishment was given to 


In some countries this was deemed immoral 


those acquiring morphological knowledge in this way. 
The learned made use of the writings of the classical 
authors to widen their conceptions of the principles 
of medicine and surgery. 

Rather more than sixty years ago a great change 
was made in medical education. The wonderful pro- 
gress of science at the end of the eighteenth century 
had led to the appearance of the industrial age and 
had given an impetus to the scientific branches of 
study on which the arts of medicine and surgery 
were based. After half a century of investigation and 
trial, instruction in the laboratory or the ward became 
pari of the course in every subject. A knowledge of 
the preliminary sciences was demanded. Physiology 
and anatomy were learned before the student pro- 
ceeded to study pathology and materia medica. 
Equipped with a thorough acquaintance with prin- 





ciples, the student commenced to examine and treat | 


patients. The system gradually evolved of devoting 
the first half of the medical curriculum to the funda- 
mental sciences and the latter half to the specialized 
parts of the medical training. 

For some years there has been growing the feeling 
that a reform is needed in regard to medical eduea- 
tion. The amount of information pertinent to the 
practice of the profession which has accumulated, has 
reached such a magnitude that the student fai!s to 
master all that a skilful medical practitioner will 
need for the successful discharge of his duty to the 
community. The opinion is erystallizing that teo 
much time is devoted to the abstract contemplation of 
facts and principles in the early years of the cur- 
riculum. The student is not able at this period to 
recognize any connexion between the anatomical and 
physiological matter that he is studying and the cure 
of patients. The acquisition of biological and chemi- 
cal knowledge seems mainly necessary for the logical 
of 


appears to have no purpose in what will be the labour 


comprehension morphology and function and 


of each day’s practice. At the same time, there has 
arisen the opinion that the student has not sufficient 
time for clinical instruction and that this lack of 
time is, in part, caused by the student’s failure to 
make use at all readily of what has been learned in 
the earlier years. Two possible ways of reform lie 
before those controlling medical education. The whole 
course may be arranged in a new order to elim- 
inate the defects, to bring the s:udents at an early 
stage into contact with patients and to carry on the 
teaching of the scientific subjects throughout the eur- 
riculum or another year can be added to the period of 
study. It will be generally agreed that the addition 
of another year to the medical course will afford 
time for various improvements. There remains, how- 
ever, doubt as to whether this reform will effect what 
is needful. {It must be remembered that the medical 
course of five years takes a considerable portion of 
the most active years of life and that too lengthy 
courses cease to be useful from fatigue of the student’s 
mental powers. It would thus seem better to en- 
deavour to recast the curriculum so as to remedy its 
defects. 

In the present medical curriculum a certain num- 
ber of weeks or terms is given to instruction in a 


particular subject. The whole course is divided into 
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many sections, each section occupying a few days or 
weeks. There is a tendeney to introduce as much as 
possible into each syllabus so as to make the instrue- 
tion complete and efficient. In consequence the 
finds that 


from a 


must ‘‘eram 
text-book 


examiner 


student he up”’ the 


subject suitable which makes 


mention of everything any may ask. 
A few 


on 


information must be aequired 
All the 


over-loaded matter 


words of 
in medi- 
the of 


No student has time to learn embryology, 


every topic. the courses 


eal curriculum are in 
syllabus. 
histology, physiological chemistry or morbid anatomy 
from the study of specimens. Diagrams, models and 
synopses are used to aid the memory and understand- 
ing. A reform in the curriculum must witness the 
unloading of the syllabus so that the student may be 
taught in the eclass-room what is needful for his 
further prosecution of medical studies. For example, 
biological and chemical knowledge, worthy in itself 
but unrelated to medical practice, must give place 


to specialized information. 
Advancement in medicine teaches that much disease 
The extiology of many pathologi- 
With the attainment of 
to 
the 
individual 


can be prevented. 
cal states is better known. 
how illnesses are 
that 
the 


disease. 


a better acquaintance as 

arisen 
of the 
limit the of 
Many hold that there is no more important function 


caused, there has coneeption 
it the 


community 


is duty and 


to spreading 
of a state than the prevention of sickness and the 
promotion of health. Preventive medicine must form 
one of the principle subjects of the new curriculum. 
It must rank with surgery and medicine as one of the 
final objects of medical study. From the beginning 
of the course the student must be reminded that he 
is learning preventive medicine with its branches, 
hygiene, quarantine, medical examination of children, 


pure foods and sanitation. 


_ 
ts aaa 





THE LODGE DIFFICULTY IN VICTORIA. 





Two supreme virtues are needed to earry through 
When 


men arrive at the conclusion that by the passage of 


a drastic reform. The first is pertinacity. 


time and change in circumstance a re-adjustment of 
working conditions is needed and that definite prin- 
ciples should be established in the scheme of reform, 
they draw up a programme and test this programme 


| 


from every point of view to ascertain whether it 's 
equitable and fair to all parties concerned. Haviiy 
accepted the details, they realize that compromise j:;: 
evitably involves some sacrifice of principle and a eor- 
responding failure in the campaign on which thc: 
embarked. Translating these generalities to the cou- 
erete instance of the lodge dispute in Victoria, we 
may enunciate the axiom that the Victorian Branct: 
of the British Medical Association feels itself in duty 
bound to keep its original demands in view all the 
time. To relinquish a single point means a surrender 
in the fight for a reform and therefore the Branch 
needs an unflinching steadfastness of purpose and a 
determination to carry through its programme, come 
what may. 

The second virtue is patience. All considerable 
reforms are opposed by a large and often noisy section 
If suecess is not obtainable this 
The 
members of the Branch need to summon all the endur- 


of the community. 
year, it may come next year or the year after. 
ance they possess. They must support their chosen 
representatives by standing solidly behind them. The 
members of the Victorian Branch of the British Medi- 
cal Association have revealed to the leaders of the 
friendly societies and their lodges a loyalty to the 
Association that must have created an immense im- 
pression. 

During the past few weeks the various orders have 
endeavoured to bolster up a case against the doctors. 
The members of the orders have recorded their votes 
for or against the acceptance of the terms offered by 
the Victorian Branch. Nine societies have declared 
themselves in favour of the proffered agreement, while 
seven prefer to continue the dispute. The seven dis- 
senting societies, however, represent a larger number 
A 


significant fact has come to light in this connexion. 


of members than do the nine consenting societies. 


During the year 1918 not less than 12,000 members re- 
signed from the friendly societies, presumably be- 
cause they were tired of the delay in restoring the 
old order of things. The extraordinary part of the 
situation is that many thousand members of the 
friendly societies should be satisfied to continue a 
futile dispute. Surely they must be convinced by this 
time that the medical profession is jus‘ified in deter- 
mining the extent of the concessions it is prepared 
to make when undertaking to attend. patients at 
reduced rates. 
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CLINICAL PSYCHOLOGY. 


Clinical medicine is based on physiological know- 
ledge and its advances are limited by the exact data 
concerning the chemical and physical processes of 
the body in health. Unfortunately, the same exact- 


ness cannot be applied to psychiatry , sinee nothing is- 


known of the chemical and physical changes associ- 
ated with thought, will and the emotons. Psychology 
has therefore to be built up on inductive and deduc- 
tive reasoning and since the premises are usually 
insecure, much of the teaching is necessarily specula- 
tive. It is therefore to be expected that we should be 
compelled from time to time to revise the doctrines of 
psychology and to examine their basic principles in 
the light of logical reasoning. A very thoughtful 
analytical contribution to the ‘wide subject of clinica! 
psychology has been presented to the Section of 
Psyehiatry of the Royal Society of Medicine by its 
President, Dr. William McDougall, F.R.S.1. While 
psychology was a very varying subject during the 
latter part of last century, the majority of the doc- 
trines were founded on one or more of three main 
schools of thought. The first was named sensationism 
or atomism, by which was meant that all mental 
states were the aggregates of smaller fragments, the 
elementary sensations. ‘The second was association- 
ism, by which was meant that the compounding and 
clustering of fragments or units to form ideas was 
governed by the principle of association. According 
to these two principles, taken either alone or in con- 
junetion, to will was to have an idea of an action or 
movement. Such a basis of behaviour did not satisfy 
some thinkers. It seemed as if some purpose must 
underlie the idea of action and the purpose sug- 
gested was pleasure. This conception was the third 
principle and was known under the title of hedonism. 
It will be noted that these philosophical doctrines 
recognized a mechanical basis. Clinicians found this 
form of mechanistic materialistic psychology more 
acceptable than metaphysical interpretations. But 
it was soon found in practice that a psychiatry built 
up on this speculative and often dubious line of 
thought was sterile and not progressive. Pierre Janet 
was the first to break away from the older mechanistic 
psychology. He attached great importance to the 
notion of ideo-motion action and evolved the concep- 
tion of mental dissociation. He held that the mind 
was pervaded by a synthetic energy. The function of 
this energy was to hold together in one stream of con- 
sciousness the various sensory elements. When this 
function became defective a dissociation of conscious- 
ness into partial streams occurred. In the next place 
Charles Mercier discarded the mechanistic theories 
and finding a need for a more adequate explanation 
of action, introduced a new doctrine of conduct under 
the name of praxology. Similarly Ziehen made a 
strenuous attempt to emancipate psychology from the 
shackles of the mechanistic doctrines. The ice was 
thus broken and successive investigators have ignored 
the academic teaching. One of the most important 
advances was made by Freud who endeavoured to 
analyse conduct in its integral parts. Dr. McDougall 
holds the opinion that Freud began at the wrong end, 
for he did not stay to consider ‘the first principles of 
mental | life or to analyse consciousness. Notwith- 


a Se ot the Royal fone of Medicine, Section of Psychiatry, 
Vol. XII, No. 2, December, 1918 , " 








standing this, he gave a great impulse to psychological 
enquiry by his methods of attack. According to 
Freud much of human conduct does not rest on 
reasoned motives or on association of clear ideas, but 
on some great impelling foree. Conscious thought 
apparently influences this impulsive force to a limited 
extent. The crass mistake made by Freud was to 
select the sexual impulse alone as the impelling force. 
Following him, Adler conceived that Freud’s teach- 
ings required expansion and he added to sexual im- 
pulse the impelling forces of self-assertion and of sub- 
mission. Similarly Trotter made a further contribu- 
tion and added the gregarious impulse, while Boris 
Sidis insinuated the impulse of fear into the new 
psychology. It is on these lines that clinical psycho- 
logy has been created. The list of impelling forces 
governing conduct has certainly not been exhausted 
and Dr. McDougall anticipates that further study of 
the nature of mental and nervous disorders will re- 
veal others one by one. He ealls attention to the fact 
that these impulses are’ purposive and dominate all 
the mechanisms of association. Jung has taken the 
matter a stage further. He repudiated the excessive 
sexualism of Freud and insisted on the importance of 
the food-seeking impulse, especially in childhood. To 
him the primary impulses were differentiations of one 
fundamental energy, the life foree which sustains all 
strivings, both conscious and unconscious. 

One of the most difficult problems to solve is the 
correct. conception of unconscious or subconscious 
action. War experience has thrown some light on the 
subconscious operations of the mind. It has long 
been recognized that the instinetive strivings of 
animals bring them to their biological ends. A similar 
process directs the actions of man. It is not necessary 
to be conscious of the mental forees which act, nor 
of the end aimed at nor of the processes by which 
these ends are achieved. 

Clinical psychology diverges in a third respect 
from the old mechanistic psychology by recognizing 
a recapitulation of the racial mind in part of the 
development of the individual mind. It has been 
asserted that only by an assumption that the modes of 
thinking, feeling and acting of past generations are 
gradually acquired by the progeny, can many mental 
qualities be explained. Dr. MeDougall fails to find 
acceptance in the idea of a tabula rasa in the child’s 
mind. There seems to be reason to suppose that much 
thought and feeling is inherited and that individuals 
are bound to their race and ancestry by links which 
ean never be demonstrated by physic al means. He 
admits, however, that this quality has not been proved 
to exist. It needs further substantiation. But if it 
should become established, it would form one of the 
most important factors in psychology. 

——— 

Dr. W. S. Newton, the Medical Superintendent of the Alfred 
Hospital, has been appointed Medical Controller by the 
Acting Minister of Health of Victoria. Among his many 
duties will be that of organizing the staffs of the influenza 
hospitals, such as the Exhibition Hospital and the Base Hos- 
pital. Considerable difficulty has been experienced in obtain- 
ing the services of suitable practitioners to act as resident 
medical officers at these hospitals. It is held to be of para- 
mount importance that the men holding these positions 
should have had clinical experience. In the absence of a 
sufficient number of suitable officers, it may be necessary 
to engage the services of visiting medical officers. The health 
authorities will find it advisable to secure the appointment 
of practitioners of standing for these visiting positions. 
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Abstracts trom Current Medical 
Literature. 


SURGERY. 





(183) Carcinoma of the Stomach. 


To combat the pessimism as to the 
ultimate results of surgical treatment 
in cancer of the stomach, Douglas 
(Surg., Gynec. and Obstet., January, 
1919) reports three cases with no recur- 
rence five years after operation. The 
difficulty lies in the early diagnosis of 
these cases and he quotes W. J. Mayo 
that carcinoma of the stomach per se 
does not produce symptoms on which 
an early diagnosis can be based. Mayo 
stated that 389% of his patients were 
well three years, and 26% were well 
five years, after operation. Frieden- 
wald on the other hand stated that of 
266 of his own patients operated on 
not one had survived. In 1909 Wilson 
and McCarty wrote that 71% of all 
gastric carcinomata showed evidence of 
ulcer. Wilson and McDowell in 1914 
recorded that gastric cancer rarely de- 
veloped except at the site of a previous 
ulcerative lesion of the mucosa. The 
strongest argument against ulcer being 
a prominent cause of gastric cancer is 
that, after gastro-enterostomy for ulcer, 
cancer seldoms occurs. The reply to 
this is that cancer does not necessarily 
follow even a large proportion of 
ulcers. The probability of the ulcer 
factor in causation puts a great re- 
sponsibility on the internist. When 
medical treatment does not quickly 
give relief, especially if the patient is 
over 40 years of age, exploration should 
be undertaken. An unexplained second- 
ary anemia in a patient over 40 years 
of age should always be investigated by 
X-rays. The obligation on the surgeon 
is that, gastric ulcer being potentially 
cancerous, a callous ulcer should be 
widely excised. If the ulcer is small 
and not malignant, the cautery and 
and gastro-enterostomy are indicated. 


(184) Hzemophilia with Joint Effusions. 


Roth (Clin. Journ., February, 1919) 
reports a case of a boy, et. 64., admitted 
to hospital with greatly distended knee 
joints. The mother offered the infor- 
mation that he was hzemophilic. The 
family history was negative. When 
two years of age the patient nearly 
died of hemorrhage from the torn 
frenum of his upper lip. When three, 
the right knee suddenly swelled up, but 
subsided later, and this had occurred 
several times. He was known to bruise 
easily and when he bled the bleeding 
was worse at night. On admission, 
both his knees were very large and in 
one the swelling was partly due to 
enlargement of the bone and joint sur- 
faces. such as occurs in rheumatoid 
arthritis. An X-ray examination re- 
vealed destructive and _ proliferative 
processes side by side. The nature of 
the joint effusion in these cases is 
undetermined, some maintaining it is 
blood, others that it is serum. The 
fact that the bleeding in these cases is 





worse at night has been frequently 
noted. In the diagnosis of this case 
tuberculosis had to be excluded, but 
the circumstance of swollen joints with 
a heemophilic history gave the clue. 
The prognosis is bad. Statistics show 
that of 152 hemophilics only 19 lived 
to be 21. 


(185) Empyema. 


Ingraham, Roddy and Aronson (Surg., 
Gynec. and Obstet., December, 1918) 
give the results of their investigation 
of 148 cases of empyema. In eleven of 
these the empyema developed as the 
primary and principal site of disease; 
in the remainder it was secondary to 
laryngitis, tonsillitis, bronchitis and 
pneumonia. The authors noted the 
high incidence of Streptococcus hemo- 
lyticus in the naso-pharynx of normal 
individuals during the prevalence of 
streptococcal pneumonia and empyema. 
The total mortality in their cases was 
48.6%. Inter-costal incision with drain- 
age was found much less effective than 
rib‘ resection and drainage. In the 
recoveries, rubber tube drainage was 
carried on for an average of three 
weeks. The Carrel-Dakin technique 
was used in 35 cases and the general 
opinion was that it was not beneficial. 
Many patients complained of increased 
coughing due to the irrigation and there 
was no influence on the bacterial flora. 
The bacterial count was uninfluenced 
except in a few cases which were closed 
secondarily after a count of 5 to the 
field for five days. These had to be re- 
opened. The irrigating fluid was con- 
sidered to increase lung collapse and 
there was no appreciable diminution of 
discharge or odour. Ageglutination re- 
actions in the patient’s serum were of 
no diagnostic value, because of the irre- 
gularity of reaction with streptococci. 


(186) Acute Perforation of Abdominal 
Viscera. ; 

W.. J. Mayo (Surg., Gynec. and Ob- 
stet., January, 1919) points out that 
the anatomical position of the appen- 
dix gives good prospects for the locali- 
zation of sepsis and probably 70% of 
patients with perforated appendices 
recover temporarily. The possibility of 
simultaneous perforation of gall bladder 
and appendix should be remembered. 
Perforations of the gall bladder are 
generally caught late because, since 
the patient has generally had previous 
colic attacks, the perforation is re- 
garded merely as another attack of 
colic. The infection in gall bladder 
cases seems attenuated and the 
anatomical surroundings are favourable 
to the localization of the sepsis. Acute 
fat necrosis and hemorrhagic pan- 
creatitis apparently result from per- 
foration of the pancreas. The danger 
lies in the possible presence of infec- 
tion. He believes in the anterior ab- 
dominal approach and the drainage of 
septic collections rather than in pan- 
creatic incisions. Perforations of the 
duodenum are most common of all per- 
forations into the abdominal cavity, but 
the duodenal content is more or less 
sterile and gravitates towards the ap- 
pendix. The best incision is one 0.5 





cm. to the right of the mid line, for it 
admits of wide exploration. 


(187) Shock. 

In considering the phenomena 
shock Rendle Short (Brit. Journ. 
Surgery, January, 1919) points out 1 
need for first excluding other facto: 
such as. blood-loss, cuncussion ail 
toxzeemia. The classical signs of pall 
loss of muscular tone and power, 
quick, weak pulse, sub-normal teiii- 
perature, lowered blood pressure, blur:- 
ing of the mind, etc., are well known, 
However, it is probable that shock m:y 
be present before the blood pressure fal's. 
That the alkaline reserve in the blood is 
reduced in shock has been abundantiy 
proved. In other words a condition of 
acidosis is present, but the nature of 
the excreted acid is unknown. The gen- 
eral opinion is that alkaline transfusion 
in treatment is no more effective thai 
is the injection of normal saline solu- 
tion. The acidosis may be an accessory, 
but not an essential, factor in produc- 
ing exhaustion. The.adrenalin content 
of the supra-renals shows no reduc- 


tion. The blood of the shocked man 
does not appear to be toxic. The 
arteries are contracted, not dilated, 


while the superficial veins are not 
merely contracted, but often is a state 
of spasm. Neither is the liver greatly 
engorged, nor the abdominal vessels 
dilated. The nerve cells of the sympa- 
thetic ganglia and spinal cord reveal 
no changes. The sensory nuclei of the 
brain and the Purkinje cells of the 
cerebellum show loss of Nissl’s granules. 
In treatment hot alkaline drinks should 
be given. Tea and coffee, by mouth or 
by rectum, and saline solution by rec- 
tum and subcutaneously, are helpful. 
Warmth is of great importance in pre- 
venting shock and is of use in its cure. 
Sleep is valuable and morphine in large 
doses is to be recommended. Adrenalin 
is dangerous, strychnine useless and, 
probably, dangerous. Alcohol and 
pituition are without value. Camphor 
is highly thought of in France, and 
digitalin may be a_ powerful aid. 
Saline solution introduced intraven- 
ously has a definite but low value. The 
most important of all methods of treat- 
ment is blood transfusion. 


(188) Actinomycosis Following Gas 
Poisoning. 

A case of actinomycosis following gas 
poisoning in France is recorded by 
P. R. Cooper (Clin. Journal, February, 
1919). An officer was badly gassed in 
November, 1917, and developed i 
double pneumonia in April, 1918, which 
was succeeded by an empyema on the 
left side. Thoracotomy was performed 
and then an abscess developed on the 
right side, tracking down to a rib. Pus 
examination in both cases revealed a 
streptothrix—the  actinomyces. In 
spite of medication with iodide of pot- 
ash and open air treatment abscesses 
developed in various parts of the back, 
although no bony lesions were dis- 
covered by X-rays. A subphrenic 
abscess developed before his death. 
which occurred 14 months after the 
gassing. The nature of the particular 
gas is not known. 
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GYNASCOLOGY AND OBSTETRICS. 





(189) The Effect of Hysterectomy 
upon Ovarian Function. 


Discussing the evidence for and 
against the retention of healthy ovaries 
during hysterectomy, E. H. Richardson 
(Surg., Gynec. and Obstet., February, 
1919) states that some of the conflict- 
ing opinions and a good deal of con- 
fusion have come about from failure 
to appreciate the scope and complexity 
of the problem involved. It is there- 
fore necessary to have a comprehensive 
knowledge of the normal physiology of 
the ovaries and then to proceed to in- 
quire from every available source in 
what respects and to what degree total 
oblation on the one hand, or conserva- 
tion of ovarian tissue on the other, 
alters the physiological composite. 
Function of the ovary.—The ovary is a 
complex glandular organ with a dual 
function, (i.) reproduction and (ii.) the 
elaboration of one or more specific in- 
ternal secretions. Constituents of the 
ovary.—(a) The ovum possesses a two- 
fold function. (i.) Meyer has shown that 
from the earliest development on to 
atresia the life of the follicle epithelium 
depends on the vitality of the ovum and 
that if fertilization occurs, the ovum 
operates to prolong the life of the 
corpus luteum. 
function of reproduction of the species. 
(b) The atresic follicle. This appears 
to play no part either in menstruation 
or in reproduction; numerically these 
follicles constitute the most important 
epithelial element in the ovary, and our 
ignorance concerning their function 
furnishes an argument for ovarian re- 
tention. (c) The corpus luteum. Evi- 
dence is apparently conclusive that the 
cyclical changes in the uterine mucosa 
are brought about by the specific action 
of a chemical substance furnished by 
the corpus luteum. The ovary governs 
the growth of the genital tract at 
puberty, and there is intimate and vital 
connexion of the ovaries with the other 
units of the endocrine system. He sug- 
gests a proper classification of the 
symptomatology occurring with men- 
struation and with the physiological as 
well as the artificial menopause under 
the following headings. (1) Symptoms 
from the domain of the autonomous 
nervous system (i.) vasomotor, (ii.) 
cardiac, (iii.) gastro-intestinal, (iv.) 
urinary, (v.) endocrine and (vi.) sweat 
glands. (2) Psycho-neurotic symptoms 
(i.) psychic, (ii.) neurotic. He gives 
numerous excerpts from the literature 
on the subject and states that no pro- 
per regard has been taken from all 
the various factors that determine the 
fate of retained ovaries, without the 
knowledge of which one cannot estim- 
ate to what extent hysterectomy has 
disturbed their function. These factors 
are (i.) a knowledge of the individual 
patient’s condition prior to hysterec- 
tomy, both in the psychic domain and 
in that of the autonomic nervous 
system; (ii.) the cases must be grouped 
according to age, both at the time of 
operation and at the time of subsequent 
observation; (iii.) they must be grouped 
according to the pathology for which 


(ii.) The all important, 





the operation was performed; and (iv.) 
with reference to the operative tech- 
nique, whether or not proper measures 
were used to safeguard subsequent 
ovarion circulation. His conclusions are 
as follows: (1) The ovary is a glandu- 
lar organ of complex function, our 
knowledge of which is at present far 
from complete. (2) The uterus is not 
essential to a continuation of ovarian 
function, except as regards menstrua- 
tion and reproduction. (3) The advo- 
cates of total oblation have _ not 
furnished convincing evidence o* the 
correctness of their contentions. (4) 
The disturbances of ovarian function 
attributed to hysterectomy are partly 
those associated with normal menstrua- 
tion and partly those arising from 
damage to the ovary through opera- 
tive trauma or disease. (5) The weight 
of evidence furnished by anatomical, 
experimental and clinical investigations 
is overwhelmingly in favour of retention 
of sound ovaries, both before and after 
the menopause age. 


(190) The Undeveloped Uterus. 


Cc. L. Bonifield (New York State 
Journ. of Med., February, 1919) states 
that the rudimentary uterus is rare, 
the infantile uterus is more common, 
whilst the pubescent uterus i3 com- 
paratively common. The pubescent 
uterus varies in size from that which 
is almost infantile in its dimensions to 
that which is almost normal. Most of 
such uteri are sharply anteflexed; oc- 
casionally retroflexion is present. The 
ovaries are prone to undergo cystic de- 
generation whilst the woman is still 
young; menstruation starts late and 
ceases early. The pubescent uterus is 
the one that the author particularly 
refers to in his paper. The causes men- 
tioned are the acute infectious diseases, 
tuberculosis, malaria, syphilis and 
chorea just about puberty, and faulty 
functioning of the ductless. glands. 
Prophylaxis depends on the _ family 
physician. He should treat the patient 
in the early “teens.” Good hygiene, 
regulation of the bowels, treatment of 
focal infections of the teeth and ton- 
sils, and the administration of thyroid 
pituitary and ovarian extracts are in- 
dicated. In the later cases when the 
condition has persisted for some years, 
the uterus is apt to be enlarged and 
hypertrophic endometritis to appear; 
in such cases dilatation, curetting and 
tight packing of the uterus are recom- 
mended, the packing being left in four 
or five days. With women who mem- 
struate infrequently, he recommends 
giving thyroid extract (0.06 grm. or 
more) three times daily for two or 
three weeks and then ovarian extract 
for a week. In severe cases extract 
of corpora lutea is given hyperdermi- 
cally for one or two days before the 
period is due. In a few cases with 
severe dysmenorrhea no relief is ob- 
tained and removal of the ovaries is 
indicated. 


(191) Induction of Labour in Sub- 
Normal Pelvis. 


F. C. Goldborough (New York State 
Journ. of Med., February, 1919) dis- 





cusses the method of dealing with cases 
of subnormal pelvis without resorting 
to Cesarian section by the induction of 
labour. Four factors must be taken 
into account: (i.) the size of the pelvis, 
(ii.) the size of the child, (iii.) the force 
of the uterine contractions and the con- 
tractions of the abdominal muscles, 
(iv.) the degree of moulding which the 
head will undergo. (i.) By measure- 
ments one can get a very accurate 
idea as to whether pelvic dystocia may 
be expected. (ii.) It is more difficult 
to estimate the size of the child, but a 
careful examination will give a fair 
idea of its size, especially if one at- 
tempts to estimate the size of the 
child in every labour, the Miiller 
method of forcing the head into the 
brim is very helpful and the degree of 
over-riding of the symphysis by the 
head when pressed against the superior 
strait indicates the amount of dispro- 
portion. (iii.) The history of previous 
labours will assist, but one cannot esti- 
mate the force of uterine contractions 
till the woman is actually in labour. 
(iv.) This cannot be estimated till labour 
is well advanced. By careful examination 
one can get a good idea as to the 
chances of the child passing safely 
through the pelvis. In the subnormal 
pelvis labour should be induced at or a 
few days before term. Difficulty arises 
when the pregnancy continues over time 
with consequent excessive size of the 
foetus. The results in 30 cases were 
good. He uses quinine and castor oil 
first and if labour does not set. in, a 
large rectal tube is introduced well up 
into the uterus. He compares the risks 
of Cesarian section, pubiotomy and in- 
duction of labour, and prefers induc- 
tion in a young woman and Cesarian 
section in an elderly primipara. 


(192) The Value of the Wassermann 
Reaction in Pregnancy. 


Connell and ‘Stillians (Journ. of the 
Americ. Med. Assoc., February 22, 1919) 
give the results of the Wassermann 
test in 107 private and 101 charity pa- 
tients. In the first group four gave 
distinctly positive reaction, two with 
doubtful reaction are excluded, as every 
other indication of syphilis was lack- 
ing. Twenty-one patients in this 
group, apart from those giving a posi- 
tive Wassermann reaction, gave a his- 
tory of abortion or still birth, and one 
of the authors suggests focal infection 
as a possible cause. In the second 
group ten gave a _ positive Wasser- 
mann reaction, indicating a much 
higher percentage of syphilitics 
amongst charity patients. Accepting 
even the small percentage of positive 
results in the private patients for the 
general percentage of syphilis amongst 
women, the authors estimate the num- 
ber of adult syphilitics in the United 
States at 4,320,000. The authors state 
that more than one third of the posi- 
tive cases are detectable only by the 
serum reaction and recommend that 
routine Wassermann tests should be 
done in all cases, since if syphilis is re- 
cognized early in pregnancy, treatment 
may save the lives of many children or 
prevent deformity. 
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PNEUMONIC INFLUENZA. 





Eleven further proclamations dealing with pneumonic in- 
fluenza have been issued in the New South Wales Govern- 
ment Gazette between the dates of May 9 and May 15, 1919. 
In the first the municipal area of Lismore is declared to be 
an infected area and the restrictions imposed on persons 
within the County of Cumberland are imposed on all persons 
within this area. 

In the second proclamation, dated May 9, 1919, those re- 
strictions applying to the County of Cumberland concerning 
the holding of race meetings and other open air meetings 
and the wearing of masks by persons delivering foodstuffs 
from house to house are cancelled. 

By the third proclamation the proclamation declaring the 
municipal area of Blayney an infected area is cancelled. 

The fourth proclamation orders that no person .coming 
from an infected area shall enter the town of Greta, unless 
he can produce a prescribed declaration that he has not 
knowingly been in contact with anyone suffering from in- 
filuenza for two days and a certificate from a registered medi- 
eal practitioner that he is not himself suffering from the 
disease. ~ 

The restrictions imposed on persons travelling from S72- 
ney or any intermediate station to Mount Victoria, Picton, 
West Maitland or Dapto are modified by the fifth proclama- 
tion, by requiring the traveller to produce a declaration that 
he has not been in contact with a person who is suffering 
from influenza, and a certificate that he is not suffering 
from influenza himself. The sixth proclamation forbids any 
unauthorized person from entering a defined area surround- 
ing the town of Cessnock unless he consents to remain for 
four days in the quarantine camp and obtains from the dis- 
trict medical officer a certificate that he is free from signs 
of influenza at the termination of that period. 

In the seventh proclamation the shire of Illabo is declared 
to be an infected area. . 

The eighth proclamation modifies the restrictions apply- 
ing to persons who travel by motor car beyond Gosford or 
Wollongong or West Maitland, to correspond to the restric- 
tions imposed on travellers by rail. 

Wagga-Wagga is declared to be an infected area and 
certain restrictions are imposed on all persons within the 
municipality. 

In the tenth proclamation the restrictions applying to per- 
sons within the County of Cumberland are cancelled. These 
include the wearing of masks in public motor buses, in the 
eabins of ferry steamers, in public lifts, in class-rooms at the 
Sydney University, in shops, in workrooms, at church ser- 


vices and at auction sales, the limitation of time to five . 


minutes for a person to stay in a bar, the closure of 
billiard rooms, theatres, picture shows and other places of 
indoor amusement, the conditional opening of schools and the 
closure of Sunday schools, the prohibition of all other indoor 
meetings and the conditional permission for the holding of 
church services. 

By the eleventh proclamation the restrictions imposed on 
persons travelling by motor car beyond Mount Victoria or 
Picton are modified to correspond to the modified restrictions 
imposed on travellers by rail. 

The Acting Minister of Public Health of Victoria has issued 
regulations for the prevention and mitigation of influenza. 
These regulations have been published in the Victoria Gov- 
ernment Gazette, No. 74, of May 8, 1919. The first two 
regulations are formal and the third authorizes the repeal 
of the influenza regulations, 1918. 


(4) The occupier of every house wherein any person 
is suffering from influenza or the symptoms of influenza, 
shall forthwith, on becoming aware of such person’s con- 
dition, report the occurrence in writing to the clerk of 
the municipal district in which such house is situate, 
and such report shall include the name, age and sex of 
the person so suffering and the exact location of the 
house. 

(5) Every medical practitione® shall forthwith, on be- 
coming aware of the existence of any case of influenza, 
send a report in writing to the clerk of the municipal 
district in which the patient resides, and such report 
shall include the following particulars :—. 
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Name of patient— 
Address— 
Age— Sex— 


Is patient satisfactorily isolated— 
Should patient be removed to hospital— 
If aid is required, state nature of same— 


(6) Every patient shall be isolated at his residence, or, 
if such residence is unsuitable in the opinion of the 
Officer of Health, at any special place provided for the 
purpose. 

(7) Every patient treated elsewhere than at a public 
hospital shall be kept in isolation until the Officer of 
Health gives consent to his release. 

(8) Every contact shall submit to such treatment or 
preventive measures (which may include isolation). as 
the Officer of Health specifies, and for such period as he 
directs. 

(9) No person other than the nurse or necessary at- 
tendants shall visit any patient at any private house 
except under the conditions specified by the Officer of 
Health. 

(10) The Council shall, wherever necessary, cause a 
house-to-house visitation to be made by an authorized 
person in order to ascertain whether any case of in- 
fluenza exists or whether these Regulations (where ap- 
plicable) are being observed, and every occupier shall 
assist such authorized person and shall truthfully answer 
any question relating to influenza. 

(11) The Officer of Health or other officer may, if 
authorized by the Council, isolate any house or part of 
any house wherein there is any patient, and he is here- 
by empowered to take such action as is necessary to 
effect this purpose. 

(12) The Council may, by such means as it deems 
expedient, order the cleansing, purifying, ventilation, 
and disinfecting of houses, schools, churches, buildings, 
and places of assembly or entertainments by the owners 
or occupiers or persons having the care and ordering 
thereof. 

(13) The occupier or person in charge of any house or 
place wherein any person dies of influenza shall cause 
the body to be buried with the least possible delay and, 
if ordered by the Officer of Health, with 24 hours of 
death. : 

(14) Every medical practitioner, on certifying to the 
death of any person from influenza, shall forthwith 
report the occurrence by telegram or by the speediest 
means possible to the Secretary of the Board, and every 
such report shall include the name, age, sex and date 
of death. 

(15) Every Council shall (provided reports are re- 
ceived) forward daily to the Secretary of the Board a 
list of cases notified, showing name, age, sex, and ad- 
dress of patient and name of notifying practitioner. 

(16) Every superintendent or person in charge of every 
public hospital wherein patients are treated shall for- 
ward daily to the Secretary of the Board by telegram or 
other speedy means the following return: Admissions, 


discharges, deaths, total cases in hospital and number - 


of vacant beds. 

(17) Every Council and its officers are hereby author- 
ized, required and directed to superintend and see to the 
execution of these Regulations, and.to provide for the 
supply of medicines and other substances for the pre- 
vention or cure, and for affording to persons afflicted by 
or threatened with influenza such medical or other aid 
as may be required. 

(18) Any person who fails to comply with any of the 
foregoing regulations, or is guilty of any neglect or dis- 
obedience thereof, is, by Section 388 of the Health Act, 


1915, thereby guilty of an offence against that Act, an-1. 


is liable to a penalty not exceeding £20, and to a penalty 
not exceeding £5 nor less than £1 for each-day during 
which such offence is continued, besides any cost or 
expenses which may be incurred: in remedying his 
default. 
In the Queensland Government Gazette, No. 157, of May 3, 
1919, His Excellency the Governor with. the adviee of the 
Executive Council declares the disease known as influenza 


to be an infectious disease within the meaning of The Health- 
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Acts, 1900-1917. The provisions of the Act are applied to the 
areas of the Cities of Brisbane and South Brisbane, the 
Towns of Hamilton, Ithaca, Sandgate, Toowong, Windsor and 
Wynnum and the Shires of Balmoral, Belmont, Coorparoo, 
Enoggera, Kedron, Sherwood, Stephens, Taringa, Toombul 
and Yeerongpilly. 

In the same Gazette certain regulations are issued. —— 
lations (1) and (2) are formal. 


Isolation of infected or- suspected premises. 

(3) The health officer, or an authorized medical 
practitioner, shall, as soon as possible after any case or 
suspected case of influenza is reported to him or comes 
to his knowledge, make such provision as he considers 
necessary for preventing any person from leaving. the 
house, premises, or place where the person so suffering 
then is, or in which he has been or believed to have 
been at any time since the onset of his illness, until the 
examination, inhalation, disinfection and (if required) 
effective inoculation hereafter prescribed have been made, 
and for that purpose the Commissioner or any health 
officer or any authorized medical practitioner may station 
guards upon or near such house, premises, or place, and 
may use or cause to be used such reasonable force as 
may be necesszry to prevent any person from leaving 
such house, premises, or place, or sending or conveying 
any article or thing therefrom, and may also prevent 
or cause to be prevented by such reasonable force as 
may be necessary any unauthorized person from enter- 
ing such house, premises, or place. 

And no person shall enter or leave such. house, 
premises, or place, or send or convey any article there- 
from except as provided in Regulation 5. 


Duty of health officer or authorized medical practitioner 
on report of case of dangerous infectious disease. 

(4) Any health officer or any authorized medical prac- 
titioner shall, as soon as possible after any such report 
or information as aforesaid comes to his knowledge, 
examine the person who is suffering or suspected to be 
suffering from influenza, and also all other persons who 
are found in or on the house, premises, or place in which 
he then is, or who, whether then in or on the house, 
premises, or place or not, have recently been or are 
suspected to have been in contact with him at any time. 
during his illness. And all such persons shall submit 
to such examination. 

The health officer or authorized medical practitioner 
making such examination shall use all reasonable 
endeavour to ascertain the identity and whereabouts of 
all persons whom he considers have or may have come 
in contact or may have become infected from the person 
so suffering or suspected to be suffering during his illness, 
and also of all clothing or material or things which have 
been or in his opinion may have been in contact with or 
used by such person during his illness. 


Powers of health officer or authorized medical practitioner 
to detain persons or to place them under surveillance. 
(5) Any health officer or authorized medical practi- 

tioner shall, with respect to all or any of such persons 

as aforesaid, have the following powers:— 

(a) For the purpose of observing whether they are 
suffering or are likely to suffer from influenza 
he may order that they shall be detained in the 
house, premises, or place where they then are, 
or removed to an isolation hospital; 

(b) Any person so detained shall not leave or 
attempt to leave or be discharged from such 
house, premises, place, or isolation hospital until 
he, his person and clothing and personal effects 
are free from influenza and infection, and he has 
had an inhalation of ten minutes’ duration in an 
approved inhalation chamber on three separate 
days; and if such person is required to be 
inoculated as aforesaid, until he has been effec- 
tively inoculated; or 
After disinfection of the person, clothing and 
personal effects of such person and of the house, 
premises, or place in which such person resides, 
or any of these, and an inhalation of ten minutes’ 
duration in an approved inhalation chamber on 


(e 


~ 





three separate days, and, if such person is re- 
quired to be inoculated as aforesaid, after he has 
been effectively inoculated, he may discharge 
such person from detention. 


Removal of persons to. an isolation hospital or place. 

(6). If any health officer or authorized medical practi- 
tioner certifies in writing that any person is suffering 
from influenza, or is liable to transmit such disease to 
others, such person may: be forthwith removed to an 
isolation hospital or other place appointed for the pur- 
pose; and every person so certified shall submit te such 
removal. 

No person so removed shall leave or attempt to leave 
such hospital or place until he has been certified by the 
medical officer in charge of such hospital or place as free 
from such disease and from infection, and until permis- 
sion has been given in writing by the health officer or 
authorized medical practitioner for his release after 
proper disinfection, and an inhalation of ten minutes’ 
duration on three separate days. 


Health officer may examine premises without receiving 
any report. 

(7) Any health officer or authorized medical practi- 
tioner, if; he has reason to suspect that any person, or 
house, or premises, or place, whether reported to him 
or not, is or are infected with influenza, may, and if so 
directed by the Commissioner shall, enter on any house, 
premises, or place and examine the same and any person 
or persons therein for the purpose of ascertaining 
whether such infection exists, and all persons concerned 
shall permit the same, and shall obey all directions of 
the health officer or authorized medical practitioner in 
that behalf. , 

The health officer or authorized medical practitioner 
shall have all the powers of these Regulations. 


House to house inspection. 

(8) Any health officer or any authorized medical prac- 
titioner, with such inspectors as may be necessary, shall, 
when so directed by the Commissioner, make from time 
to time an inspection of all or any houses and other 
premises or places within the limits of any area which 
may from time to time be specified by the Commissioner 
in writing, and medically examine all or any inmates of 
or persons found in any house, premises, or place within 
such area, and all such persons shall submit to such 
examination. 

The health officer or authorized medical practitioner 
shall have all the powers of these Regulations. 

The results of every such inspection shall be submitted 
in writing to the Commissioner in such form and at such 
intervals as he may from time to time direct. 


Prescribing of disinfecting and cleansing measures by the 
Commissioner. 

(9) The Commissioner may from time to time direct, 
vary, alter, or revoke at his discretion the means by 
which all or any operations for disinfecting, inhalation, 
inoculation, and cleansing in connexion with influenza 
shall be carried out. All officers and persons charged 
with the execution of such disinfecting, inhalation, 
inoculation, and cleansing measures shall faithfully obey 
his orders in relation to the same. 


Disinfection of public places. 

(10) Whenever in the opinion of the Commissioner or 
any health officer or authorized medical practitioner the 
disinfection of any church, school, public library, school 
of arts, theatre, picture show, place of public amuse- 
ment or exhibition, public hall, or other place or premises 
where persons regularly or occasionally congregate or 
assemble, or any train, tramear, cab, or other public 
conveyance, is desirable or necessary, the owner, licensee, 
trustee, occupier, or person in charge shall cause the 
same to be disinfected in the manner and within the 
time specified by the Commissioner or health officer 
or authorized medical practitioner in a written notice. 
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Closing of public places. 

(11) If in the opinion of the Commissioner the closing 
of any church, school, public library, school of arts, 
theatre, picture show, place of public amusement or 
exhibition, public hall, or other place or premises where 
persons regularly or occasionally congregate or assemble 
is necessary to prevent the spread of influenza, the 
owner, licensee, trustee, occupier, or person in charge 
shall close such church, school, theatre, picture show, 
place of public amusement or exhibition, public hall, or 
other place or premises for such perio] and under such 
conditions as the Commissioner may by written order 
prescribe. 

Bacteriological investigation. 

(12) Such measures may be taken in accordance with the 
direction of the Commissioner as are necessary to ensure 
proper bacteriological investigation for determining the 
presence or absence of infection in any person, and also 
to regulate the transport of any object or material with- 
out danger. 


Regulations not to apply to vessels liable to quarantine 
laws. 

(13) Nothing in these Regulations shall be taken to 
apply to ships and other vessels coming from oversea 
and subject to Commonwealth laws in force for the 
time being relating to maritime quarantine. 


Penalty. 

(14) When any matter or thing is by these Regula- 
tions directed or forbidden to be done, and such act 
directed to be done remains undone, or such act for- 
bidden to be done is done, in every case every person 
offending against such direction or prohibition shall be 
deemed guilty of an offence against these Regulations. 

Every person guilty of an offence against these Regu- 
lations shall for every such offence be liable to a penalty 
not exceeding fifty pounds. 


<i 
— 





The following have been elected members of the Victorian 
Branch of the British Medical Association:— 
Reginald Patrick MacGillicuddy, Esq., M.B., Ch.B. (1917, 
Univ. Melbourne), 11 Hoddle Street, North Richmond. 
Francis Louis Trinca, Esq., M.B., Ch.B. (1915, Univ. 
Melbourne), 34 Lisson Grove, Hawthorn. 


So 


It is with great regret that we have to announce the 
death of Dr. Archibald Campbell Magarey, which took place 
on May 20, 1919. Dr. Magarey was on military duty in 
Rabaul, New Guinea, and returned to South Australia about 
six months ago, when he resumed his activities as acting 
Honorary Secretary of the South Australian Branch of the 
British Medical Association. 


iia, 


Obituarv. 


ALEXANDER BRUCE BENNIE. 








Alexander Bruce Bennie, whose death was announced in 
The Medical Journal of Australia of May 3, 1919 (page 373), 
was born at Fitzroy, Victoria, on February 28, 1864. He was 
educated at the Scotch College, Melbourne, and passed 
direct from this school to the Melbourne University. He took 
his degree in Arts in 1886 and his M.B., B.S. in 1889. 

He was engaged in private practice at Brunswick for 
thirteen years and subsequently he moved to Armadale. In 
1915 he obtained a commission in the Australian Army 
Medical Corps as Captain and was sent to Egypt. After he 
had served for some time he was sent on to France. He was 
invalided home in 1917. In Egypt he contracted an illness 
which ultimately led to his death on April 21, 1919. 

At an early age Alexander Bruce Bennie won the amateur 
championship in swimming in Victoria. During the opening 
years of the ’eighties he played in the Melbourne Football 
Club team. He was an enthusiastic golf player and founded 
the Berwick Golf Club about twenty years ago. 

He possessed a quiet and gentle presence in the sick room, 
which inspired confidence and hope in his patients. He knew 
his work well and was consequently successful in his prac- 





tice. He will undoubtedly be greatly missed by his many 
friends and patients. His widow and daughter survive him. 

A professional colleague writes:— 

“IT had been acquainted with the late Captain Alexander 
Bennie for a quarter of a century prior to his joining the 
unit in Egypt in 1915, and from that time until we returned 
invalided on the same transport 18 months later, I was in- 
timately associated with him. 

“Such circumstances provide ample opportunity for a 
thorough appreciation of the qualities of a man. It can be 
said at once that those of my late comrade were all of a 
beneficent and kindly nature. 

“He was the most self-denying of men; ever ready to help 
a fellow comrade. 

“His sound medical knowledge was always available to 
any one seeking it. 

“His ungrudging devotion to our soldiers in his ward work 
was conspicuous, even in a hospital in which good, sound 
work was the leading characteristic. He was always ready 
to lighten the burden of others who were tiring or incapaci- 
tated in any way. It is doubtful if there was a more 
popular officer in the unit, such was the influence of his 
quiet, unobstrusive, good nature, his unvarying courtesy and 
his pure unselfishness. 

“Truly it can be said of him, ‘he loved his fellow man.’” 





OSWALD EDGAR BRUCE WITHERS. 





After an illness of six days’ duration, starting as an ordin- 
ary influenza and ending with severe cardiac implication, 
Oswald Edgar Bruce Withers died on April 12, 1919. He was 
the son of the late J. W. Withers, a well-known citizen of 
Parramatta, who held many important public positions. He 
was born on November 1, 1879. He was educated at the 
Parramatta Grammer School and later at the Fort Street 
School in Sydney. He studied medicine at the University of 
Sydney and graduated in the year 1907. He then held the 
position of resident medical officer at the Sydney Hospital 
for about a year and a half. In 1908 he started in practice 
at Auburn and soon acquired a valuable connexion. He was 
appointed the first honorary senior medical officer at the 
Granville Electorate Hospital and later he became one of the 
honorary surgeons at St. Joseph’s Hospital, Auburn. Dur- 
ing the eight or nine years’ practice at Auburn he earned 
the confidence of his patients, the esteem of his colleagues 
and the affection of both. He served as Honorary Secretary 
of the Central Western Medical Association for some years 
and in 1916 he was elected President. In July, 1917, he left 
Auburn to enter into partnership with Dr. Gordon Wolseley 
Bray, of Wynyard Square, Sydney, and from that time 
devoted himself largely to the treatment of genito-urinary 
diseases. Throughout his career, although a big man, he did 
not enjoy robust health and his physical disabilities interfered 
not inconsiderably with his activities. He took a keen inter-" 
est in horse racing and was an honorary surgeon to the 
metropolitan racecourses. He took life seriously and was 
somewhat reserved in his manner. To his patients he was 
always courteous and helpful, and he never spared himself 
when his services were required. He was a keen business 
man, absolutely trustworthy and a staunch friend. His 
death has caused deep regret among all who knew him. 


<i 


Correspondence. 


ANKYLOGLOSSIA IN ADULTS. 








Sir,—No doubt most practitioners have had infants brought 
to them by their parents in the belief that they are suffering 
from tongue-tie, often attributing their backwardness at 
speech to this defect, and I believe operations for the relief 
of this condition are fairly frequent; but I ask whether any- 
one has actually seen this condition well marked in an 
adult or, at least, in a child over the age of ten years, espe- 
cially if associated with any difficulty in articulation or 
other disability? A detailed description, especially if illus- 
trated by photographs, would be particularly interesting. 

The tip of the tongue in an adult is practically an inch 
away from that part of the frenum which forms a free fold 
in the floor of the mouth. 
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The idea amongst the laity is that this is a very prevalent Carl Hermann Jaede, M.B., Mast. Surg., 1919, Univ. 
disability, but. I fancy it is a bogey capable of considerable Sydney. 
mischief, for I know of at least one disaster following opera- John Araluen Kennedy, M.B., Mast. Surg., 1919, Univ. 
tion, and I have had one child brought to me whose lay Sydney. 


neighbour volunteered to free the tongue herself. 
Temora, N.S.W., Yours, ete., 
May 11, 1919. H. FLECKER, F.R.C.S. 





THE TREATMENT OF PNEUMONIC COMPLICATIONS 
OF INFLUENZA. 





Sir,—The influenza pandemic, which seems to be subsiding 
at present, is the most virulent and obscure disease with 
which humanity has ever been afflicted. We neither know 
its origin nor when it is likely to end. The etiology is a 
disputed question. 

Some authorities quote one microbe, some favour another, 
most blame the lot of them. We are in the dark as regards 
any predisposing cause. Apparently it seems to slay the best 
and strongest first. Prevention is a disputed question, one 
can always quote some authority for whatever method one 
may adopt. Treatment seems to be still more hopeless. New 
drugs are not suggested now, simply because the Pharma- 
copeia has been exhausted. As long as we can only find 
a remedy which may lessen the mortality, the rest can be 
left to future investigation. For this reason I wish to propose 
a line of treatment which I have found highly efficacious. 

Ordinary uncomplicated influenza is very seldom fatal, 
most deaths are due to pneumonic complications. 

I have from the beginning of the pandemic always used 
a remedy which, on certain theoretical grounds, seemed to 
me to have the greatest chance of success. I mean collosol 
hydrargyrum (Oppenheimer Sons & Co.). At any rate I have 
found that the intravenous injection of this drug invariably 
brought the temperature down, if not always within 24 hours, 
at least in two or three days. In some cases it may be 
necessary to give more than one injection. The most I have 
ever given to any one patient was three injections. 

I shall quote one case: A woman patient, 23 years old, had 
been ill, with a temperature between 39.4° and 40° C., for 
about five days when I saw her first. She had been treated 
before on usual lines and was suffering from typical broncho- 
pneumonia. 

Next day her cunainaientninne was 40° C., and as she was 
getting worse I gave her one intravenous injection of 1 ¢c.cm.. 
Improvement started within a few hours and the tempera- 
ture was normal within 24 hours and has been normal ever 
since. 

I could quote other cases, but, after all, the main thing 
is for others to try this treatment and to find out the results 
for themselves. Given correctly it is neither dangerous nor 
painful and a recovery is very probable, if not certain. At 
any rate this is my experience. 

Examination of pneumonic sputa in this pandemic almost 
invariably shows a marked prevalence of pneumococci. This 
fact induces me to believe that collosol hydrargyrum would 
prove a specific remedy in ordinary pneumonias also. 

Yours, etc., 
P. W. R. BOELKE, M.B., Ch.M. 

Buckland Chambers, 183 Liverpool Street, Sydney. 

May 19, 1919. 
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Proceedings of the Australian Medical Boards. 


NEW SOUTH WALES. 








The undermentioned have been registered under the pro- 
visions of the Medical Act, 1912 and 1915, as duly qualified 
medical practitioners:— 

Walter David Keith Craig, M.B., Mast. Surg., 1919, Univ. 
Sydney. 

William Reginald Darton, M.B., Mast. Surg., 1919, Univ. 
Sydney. 

Alan Davison, M.B., Mast. Surg., 1919, Univ. Sydney. 

Walter Watson Feather, M.B., 1919, Univ. Sydney. 

William John Ferguson, M.B., 1919, Univ. Sydney. 

Michael Richard Flynn, M.B., 1919, Univ. Sydney. 

Gordon Hastings Hair, M.B., 1919, Univ. Sydney. 

George Frederick Hewer, M.B., Mast. Surg., 1919, Univ. 
Sydney. 








George Middleton, M.B., 1919, Univ. Sydney. 

Rowland Jordan Gore Armstrong Pittar, M.B., 1919, Univ. 
Sydney. 

David Thomas Rushton Smith, M.B., Mast. Surg., 1919, 
Univ., Sydney. 

Richard Irving Duggie, Lic. R. Coll. Phys. Edin., 1919, 
Lic. R. Coll. Surg. Edin., 1919; Lic. R. Fac. Phys., 
Surg. Glasg., 1919. 


James Arthur Hanrahan, M.B., Bac. Surg., 1909, R.U. 
Trel. 

Reeve Palmerston Rundle, M.B., Bac. Surg., 1917, Univ. 
Melbourne. 


Thomas Alexander Palmer Benbow, M.R.C.S. Eng., 1916; 
Lic. R. Coll. Phys. Lond., 1916. 

Frederick Tooth, M.R.C.S., Eng., 1914; Lic. R. Coll. = 
Lond., 1914. 


Thomas Montague Mansfield, 1916, Univ. Sydney. 


M.B., 


Howard Maxwell James, M.B., Bac. Surg., 1915, Univ. 
Melbourne. 
Additional Registration. 
Ernest Ellis Pittman, Mast. Surg., 1918, Univ. Sydney. 





VICTORIA. 





The undermentioned have been registered under the pro- 
vision of Part I. of the Medicai Act, 1915, as duly qualified 
medical practitioners :— 

Albert Ebenezer Couzens, M.R.C.S. Eng., L.R.C.P. Lond., 
1894, 16 Pratt Street, Moonee Ponds. 

Edward Mansfield, M.B. et Ch.B. Edin., 1914, Eye and 
Ear Hospital, Melbourne. 

Frederick Samuel Pope, M.R.C.S. Eng., L.R.C.P. Lond., 
1908, Hotel Victoria, South Melbourne. 

John Gemmill Thomson, L. et L.Mid. R.C.P. et S. Edin., 
L.F.P.S. Glasg., 1894, Hotel Victoria, South Mel- 
bourne. 

William Scott Watson, M.D. Edin., 
beth Street, Melbourne. 

The name of the undermentioned deceased practitioner has 
been removed from the register:— 

James Joseph Prendergast. 

SOUTH AUSTRALIA. 

The following has been registered as a legally qualified 
medical practitioner under the provisions of the Medical Act, 
1880:— 

Henry Andrew Faulkner. M.R.C.S., Eng., 
1916 


1911, G.P.O., Eliza- 


L.R.C.P., lond., 


_ 


Books Received. 


SHORT NOTES AND MNEMONICS OF ANATOMY, by A. S. Irving; 1919. 
Edinburgh: E. & S. Livingstone. Pocket size, pp. 123. Price, 1s. net. 

HUGHES’ NERVES OF THE HUMAN BODY, by Chas. R. Whittrker, 
F.R.C.S., F.R.S.E., etc. Second Edition, revised and enlarged; 1918. 
Edinburgh : E. & S. Livingstone. Demy 8vo., pp. 72, illustrated. 
Price, 3s. 6d. net. 

STUDE. Nis’ POCKET PRESCRIBER AND GUIDE TO PRESCRIPTION 
WRITING, revised in accordance with the British Pharmacopeia, 

by David ~~ s Macdonald, M.D., F.R.C.P. Sixth Edition; 

. & S. Livingstone. Pocket size, pp. 199. Price, 








1914, 
1919. Edinburgh: 


2s. net. 

THE PERSONAL HISTORY AND EXPERIENCE OF DAVID COPPER- 
FIELD THE YOUNGER, by Charles Dickens, abridged and edited 
for schools by H. A. Treble, M.A.; English: Literature for Secondary 
Schools Series. General Editor, J. ‘. Fowler, M.A.; 1918. London: 


Macmillan & Company, Limited. Pocket size, pp. 736. 
CATECHISM SERIES, OPERATIVE SURGERY, by C. R. Whittaker, 

F.R.C.S.E., F.R.S. 'B.; Second Edition, Part I.; 1919. Edinburgh: E. 

& S. pment Poe ket size, pp. 72. Price, 1s. 6d. net. 
CATECHISM SERIES, CHEMISTRY, INORGANIC. Second Edition, re- 


7? Part I.; 1919. Edinburgh: E. & S. Livingstone. Pocket size, 
Price, 1s. 6d. t. 


74. ne 
CATECHISM SERIES, ANATOMY, THE BONES AND JOINTS, Third 
Edition, revised and enlarged, Part VI.; 1919. Edinburgh: E. & §, 
Livingstone. Pocket size, pp. 89. Price, 2s. net. 


_ 
—— 


Medical Appointments. 


The undermentioned have been appointed Health Officers 
for the Councils mentioned, in pursuance of the provisions 
of The Health Acts, 1900 to 1917, of Queensland:— 

Dr. William Frederick Taylor (B.M.A.): (Brisbane City 
Council.) 
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Dr. G. W. F. Paul (B.M.A.). (South Brisbane City 

Council.) 

Dr. F. G. Connolly. (Hamilton Town Council.) 

Dr. A. Anderson (B.M.A.). (Ithaca Town Council.) 

Dr. Guildford Davidson (B.M.A.). (Sandgate Town 
Council.) ; 

Dr. J. A. Wheeler (B.M.A.). (Toowong Town Council.) 

Dr. J. 8. Clowes (B.M.A.). (Windsor Town Council.) 

Dr. Alfred P. Ross (B.M.A.). (Wynnum Town Council.) 

Dr. K. F. C. Briinnich (B.M.A.). (Balmoral Shire Council.) 

Dr. C. A. Thelander (B.M.A.).. (Belmont Shire Council.) 

Dr. E. J. S. Spark (B.M.A.). (Coorparoo Shire Council.} 

Dr. G. A. C. Douglas (B.M.A:). (Enoggera Shire Coun- 
cil.) 

Dr. H. G. Hurrey (B.M.A.). (Kedron Shire Council.) 

Dr. A. Stewart (B.M.A.). (Sherwood-Shire Council.) 

Dr. L. P. Winterbotham (B.M.A.). (Stephens and Yeer- 
ongpilly Shire Councils.) 

Dr. H. L. Stafford (B.M.A.). (Taringa Shire Council.) 

Dr. R. G. Healy. (Toombul Shire Council.) 

Dr. Robert Sewers Berry has been appointed a Health 
Officer at Southport, Queensland, in succession of Dr. C. P. 
Sapsford (B.M.A.). 

Dr. Howard Woodruff Lording (B.M.A.), of Port Douglas, 
has been appointed a Medical Referee under the provisions 
of the Workers’ Compensation Acts, 1916 to 1918, for the 
whole of the State of Queensland. 


ii, 
aeRO 


Medical Appointments Vacartt, ete. 





for announcements of medical appointments vacant, assistants, locum 
tenentes sought, etc., see ‘‘Advertiser,’’ page xvii. 





Children’s Hospital, Perth: Two Assistant Resident Medical 
- Officers. 

Queen's Memorial Infective Diseases Hospital, Fairfield, Vic- 
toria, Junior Resident Medical Officer. 








ee - 


Medical Appointments. 


IMPORTANT NOTICE. 





Medical practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated. with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of 
the British Medical. Association,. 429 Strand, London, W.C. 

















[May 24, 1919. 
Branch. APPOINTMENTS. 
SOUTH AUS- Contract Practice Appointments at Ren- 
TRALIA. mark. 


(Hon. Sec., 3 North 
Terrace, Adelaide. 


Contract Practice Appointments in 
South Australia. 





WESTERN AUS- 
TRALIA. 
(Hon. Sec. 6 Bank 
of New South 
Wales Chambers, 
St. George’s Ter- 
race, Perth.) 


All Contract Practice Appointments in 
Western Australia. 





NEW SOUTH 
WALES. 
(Hon. Sec., 30-34 
Elizabeth Street, 
Sydney.) 


Australian Natives’ Association. 

Balmain United Friendly Societies’ Dis- 
pensary. 

Canterbury United Friendly Societies’ 
Dispensary. 

Friendly Society Lodges at Casino. 

Friendly Society Lodges at Lithgow. 

Friendly Society Lodges at Parramatta, 
Auburn and Lidcombe. 

Leichhardt and Petersham Dispensary. 
Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney. 
Marrickville United Friendly Societies’ 

Dispensary. 

Newcastle Collieries—Killingworth, Sea- 
ham Nos. 1 and. 2, West Wallsend. 
North Sydney United Friendly Societies. 
People’s Prudential Benefit Society. 
Phoenix Mutual Provident Society. 





NEW ZEALAND: 
WELLINGTON 
DIVISION. 
(Hon. Sec., Wel- 
lington.) 








Friendiy Society Lodges, Wellington, 
New Zealand. 





Diary for the Month. 


May 27.—N.S.W. Branch, B.M.A., Medical Politics Commit- 
tee; Organization and Science Committee. 

May 28.—Vic. Branch, B.M.A., Council. 

May 29.—S. Aust. Branch, B.M.A. 

May 30.—N.S.W. Branch, B.M.A. 

June 3.—Tas Branch, B.M.A., Branch and Council. 

June 4.—Vic. Branch, B.M.A. 

June 6.—Q. Branch, B.M.A. 

June 10.—N.S.W. Branch, B.M.A., Ethics Committee. 





Branch. APPOINTMENTS. 
All Friendly Society Lodges, Insti:utes, 
_ VICTORIA. Medical Dispensaries and other Con- 


(Hon. Sec., Medi- 
url Society Hall, 
East Melbourne.) 





tract Practice. 
Australian Prudential Association Pro- 
prietary, Limited. 
Mutual National Provident Club. 
National Provident Association. 


June 12.—Vic. Branch, B.M.A., Council. 

June 13.—N.S.W. Branch, B.M.A., Clinical. 

June 13.—Q. Branch, B.M°-A., Council. 

June 13.—S. Aust. Branch,:B.M.A., Council. 

June 17.—Tas. Branch, B.M.A., Council. 

June 17.—N.S.W. Branch, B.M.A., Executive and Finance 
Committee. 








QUEENSLAND. 

(Hon. Sec., B.M.A. 
Building, Adelaide 
Street, Brisbane.) 


Australian Natives’ Association. 

Brisbane United Friendly Society In- 
stitute. 

Cloncurry Hospital. 





TASMANIA. 
(‘SIon. Sec., Mac- 
quarie Street, 
Hobart.) 


i 
| 
| 


Medical Officers in all State-aided Hos- 
pitals in Tasmania. 








EDITORIAL NOTICES. 





Manuscripts forwarded. to the office of this journal cannot under any 
circumstances be returned. 
Original articles forwarded for publication are understood to be offered 
to The Mcdical Journal of Australia alone, unless the contrary be stated. 
All communications should be addressed to ‘‘The Editor,’’ The Medical 
Journal oj Australia, B.M.A. Building, 30-34 Elizabeth Street, Sydney. 
a et 


The Secretary of the Victorian Branch is endeavouring to secure copies 
of the issues of the British Medical Journal of the following dates, to 
complete a file for one of the members. We shall be grateful to any of our 
readers who has a spare copy of any of the numbers sought, if he will effer 
them to the Secretary of the Branch :— 

1915: April 3 and 10; July 10, 17, 24, 31; Acoust 7 and 21. 
1916: July 8, August’ 5 and 12, November’ 18, 
1918: Title Page and Index, Volume I. and Volume II.. 














